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EDITORIAL NOTE 
THE HEALTH STATUS AND HEALTH EDUCATION OF NEGROES 


This issue of the JoURNAL consti- 
tutes the sixth in a series of Yearbook 
numbers, launched in accord with the 
definite policy of presenting, at least 
once a year, a rather comprehensive 
study of some particular aspect or 
problem in the education of Negroes. 
This Yearbook is devoted to a critical 
survey of the health status, health 
facilities, and health education of 
Negroes in the United States. It is 
the hope that such a study will serve 
the purposes of informing interested 
laymen, professional organizations, 
and professional workers in the field 
(teachers, social workers, public 
health officials, and the like), as a 
basis for the improvement of present 
health programs for Negroes; and of 
stimulating further interest in and 
investigation of health problems of 
the country in general, and of disad- 
vantaged groups in particular. 

It should be emphasized, first, that 
it has been the primary purpose here 
to present a critical summary of 
present status; not to make original 
investigations. Hence, major em- 
phasis has been placed upon the as- 
sembling and interpretation of data 
already available. (As a natural by- 
product of this effort, it will be ex- 
pected that some more adequate con- 
ception of what additional facts are 
needed will be indicated.) 

Second, in view of the voluminous 
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data on the subject and the breadth 
of the problem or problems attacked, 
it was not expected that this Yearbook 
would be anything like an exhaustive 
treatise on the subject. It was not an- 
ticipated that this survey would do 
much more than define the problem or 
problems involved; but it was ex- 
pected (and we think the anticipation 
has been realized) that this definition 
of the problem would be much more 
comprehensive than any that has 
ever before been attempted or real- 
ized. 

The contents of this volume are 
divided into five parts. Part I deals 
with the health status of the Negro, 
and consists of 14 chapters. These 
chapters comprise the most compre- 
hensive definition of the current 
health status of Negroes in the 
United States that is available in a 
single volume. There is an attempt 
not only to define health status per se, 
but also significant attempts are 
made to ferret out the factors that 
might account for this status. 

Part II is devoted to a discussion of 
the health facilities available to 
Negroes. Four chapters are devoted 
to this topic. This section empha- 
sizes the fact that no one has any 
adequate idea of the extent to which 
such facilities are available even for 
the population in general—to say 
nothing about those available to 
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Negroes in particular. However, the 
data that are available suggest that 
such facilities are either inadequate 
in extent or unavailable to those who 
need them worst. 

Part III consists of a discussion of 
health education at the various school 
levels, as well as an appraisal of its 
extent and character for the adult 
Negro population in general. The 11 
chapters describing and defining this 
aspect of the problem suggest that 
our health education programs lag 
considerably behind our scientific 
knowledge on the one hand, and fall 
far short of the need on the other. 

Part IV is a critical summary of the 
Yearbook as a whole, prepared by Dr. 
Ray Lyman Wilbur. Dr. Wilbur is 
not only the President of the Ameri- 
can Social Hygiene Association but 
served as Chairman of the very im- 
portant Committee on the Cost of 
Medical Care, which made such a 
significant contribution to this general 
field some few years ago. 

Part V is a selected, annotated 
bibliography, assembled mainly from 
the point of view of health education. 
For the convenience of those readers 
who are interested in more detailed 
phases of the problem there is ap- 
pended a more comprehensive bibliog- 
raphy compiled by the Editor from 
the references submitted by the 
various contributors. 
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It should be observed that while 
this volume was conceived as a unit, 
yet it was inevitable where so many 
contributors (who have not had ap- 
portunity to confer) are involved that 
there should be overlapping in some 
of the topics and probably some gaps 
in the case of others. It is the belief, 
however, that there is more over- 
lapping than there are gaps. Again, it 
should be kept in mind that in a ven- 
ture of this magnitude considerable 
variation in treatment will obtain. It 
is the hope, however, that sufficient 
unity in attack and coherence in 
presentation have been observed to 
facilitate the reader’s comprehension 
of the volume as a unit. The reader 
should bear in mind that while this 
volume is a cooperative venture in 
general conception and presentation, 
each author assumes responsibility 
only for his own contribution. 

Finally, the Editor wishes to take 
this opportunity publicly to acknowl- 
edge his thanks to the various in- 
dividuals who have cooperated with 
him in making this Yearbook possible 
—especially the several contributors. 
Moreover, the Editor is especially 
indebted to an advisory committee 
composed of Dean N. P. G. Adams 
and several of the professors in the 
Howard University School of Medi- 


cine. 
C. H. T. 





CuHapTer I 


A GENERAL INTRODUCTORY STATEMENT OF THE 
PROBLEMS OF THE HEALTH STATUS AND 
HEALTH EDUCATION OF NEGROES 


Tuomas Parran, M.D. 
Surgeon General, U.S. Public Health Service, Washington, D.C. 


It is indeed appropriate and timely 
that Howard University should ac- 
knowledge and accept the oppor- 
tunity of relating the various phases 
of Negro health in the comprehensive 
manner proposed in this sixth Year- 
book of the JouRNAL or Necro Epv- 
caTION. This university, with its col- 
leges of arts and sciences, medicine, 
dentistry, social science, school of nurs- 
ing and the affiliated Freedmen’s Hos- 
pital, is peculiarly fitted to assume the 
leadership in teaching the Negroes of 
America how health may be safe- 
guarded. Its graduates are well pre- 
pared for intelligent and constructive 
leadership in the many communities 
to which they will go after departing 
from the academic influence. The ef- 
fects of their well directed activities 
cannot but improve very materially 
the conditions under which Negroes 
live and work. 

In discussing the conditions con- 
tributing to the health of Negroes it 
is the desire first to touch upon their 
present health record and then dis- 
cuss the possibility of improving 
their health status through education 
in health preservation. 


PRESENT HEALTH STATUS 


A bulletin! of the Public Health 
Service affords a helpful summary of 
the health status of the Negro in 


_ 1} Mary Gover, Mortality Among Southern Negroes 
since 1920, with Comparative Data for Southern Whites 
and Northern Negroes. (Public Health Bulletin No. 235, 
1937.) Washington: U.S. Pub. Health Service, 1937. 


America. In this bulletin the main 
aspects of mortality among Negroes 
of the Southern states, as compared 
with that of the whites in the same 
area, are presented. The data upon 
which the conclusions are based are 
taken from the mortality statistics 
published by the Bureau of the Census 
and cover 14 Southern states for the 
period 1931-1933 and also for 10 
Southern states from 1920-1933. 

It will be noted that the mortality 
for all ages and from all causes has 
declined during the years 1920 to 1933 
a total of 2.5 per cent among the 
colored and 7.7 per cent among white 
people. Each age group under 30 
among Negroes and under 45 years 
among whites showed a decline. Above 
those ages the recorded mortality in- 
creased for both races, the percentage 
increase being more for colored than 
for white. 

On the whole the changes in mor- 
tality from specific causes have been 
in the same direction and for many of 
the specific causes it has been at ap- 
proximately the same rate for both 
races. The main conditions which 
have declined are the acute infectious 
diseases, respiratory tuberculosis, 
stomach diseases, and diseases of early 
infancy. Cancer, arteriosclerosis and 
chronic heart diseases have been in- 
creasing at about the same rates both 
for the colored and white races, but 
acute heart disease and cerebral 
hemorrhage have increased more 
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rapidly among the colored. The re- 
corded mortality from syphilis has in- 
creased more rapidly among colored, 
and the recorded mortality from loco- 
motor ataxia and general paralysis of 
the insane has decreased for white and 
remained about stationary for colored. 

Ratios of colored to white mortality 
at specific ages show that the largest 
relative differences between colored 
and white mortality occur in the ages 
15 to 54 years. 

With the exception of the age group 
0-4 years, colored males and females 
of the same ages show the same rates 
of mortality. The relative difference 
between colored and white females is 
larger than that between colored and 
white males, particularly at 15 to 64 
years of age. Urban mortality is rela- 
tively higher for colored than for 
white, especially during the active 
working ages. 

Age curves of mortality from spe- 
cific causes are shown graphically. It 
will be noted that in the age group 
from 15 to 44 years respiratory tuber- 
culosis and heart disease account for 
30 to 40 per cent of the total excess of 
colored over white mortality. The 
maximum relative difference between 
colored and white mortality occurs in 
early adult life; the peak of the rela- 
tive excess comes at 10-14 for res- 
piratory tuberculosis, at 20-24 for the 
infectious diseases, nervous diseases 
and pneumonia, at 25-34 years for 
cancer, diseases of the heart and dis- 
eases of the arteries, and at 35-44 
years for digestive diseases and dis- 
eases of the kidneys. 

It is encouraging to note that, 
though the rate of decrease in the 
mortality of Negroes is less than that 
for whites, there is a definite trend in 
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the direction of a more favorable ex. 
perience, which should become more 
pronounced as adequate health facil. 
ities and health education are pro- 
vided and utilized. 


PROGRESS IN DISEASE PREVENTION 


Commendable progress has been 
made in the United States in prevent- 
ing unnecessary sickness and pre- 
mature death. Yellow fever and 
cholera, for instance, which provided 
serious invasions of United States 
territory in bygone days, are no longer 
objects of immediate interest. Bu- 
bonic plague, which has in the past 
been imported and has caused large 
expenditures of money and effort for 
its eradication, is now held in abey- 
ance. There has been a gratifying de- 
cline in the incidence of diphtheria, 
while typhoid fever is steadily becom- 
ing less of a problem. In fact, excellent 
progress has been made in combating 
a number of communicable though 
not the degenerative diseases. It is 
likely that if the available scientific 
knowledge concerning the prevention 
of disease were energetically applied, 
still greater and more rapid progress 
would be made in reducing the preva- 
lence of certain maladies. 

In the relatively short period of 80 
years the life expectancy of males in 
this country has increased from 38 to 
61 years while among females it has 
increased from 40 to 64 years. While 
it is quite reasonable to believe that 
advances in medical science and pre- 
ventive medicine have contributed to 
this increase in life expectancy, such 
factors as better housing, improved 
nutrition and a generally better stand- 
ard of living must likewise receive due 
credit. In all probability another 10 
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years could be added to life expectancy 
by instituting measures known to be 
wholly, or even partially, effective. 

In the future the battle for longev- 
ity must be waged on several definite 
fronts. While each of these contests 
will not be equally effective, the ef- 
forts will, in the aggregate, be produc- 
tive of immeasurable worthwhileness. 
The specific points of attack may best 
be set forth as follows: 

1. Cancer: the death rate of which 
can be cut in half by educational 
measures, early diagnosis and prompt 
treatment. The great need in this field 
at present is for scientific research 
into the causes and prevention of this 
disease. 

2. Infant and maternal mortality: 
which, with a vigorous and intelligent 
campaign, should likewise undergo a 
50 per cent reduction. 

3. Malnutrition: when it is con- 
sidered that 25,000,000 American 
citizens are living on a bare margin 
of nutritive safety, the benefit to be 
derived from wholesome, adequate 
and well-balanced diets can scarcely 
be estimated. 

4, Pneumonia: by means of early 
diagnosis and prompt administration 
of specific serum the mortality from 
this disease, formerly known as ‘‘Cap- 
tain of the Men of Death,” can be re- 
duced at least 25 per cent. 

5. Venereal diseases: the major 
causes of insanity, insecurity, and 
death. These diseases prevail to the 
extent of 14.3 per thousand popula- 
tion and are due to a false and dis- 
astrous attitude of secrecy. Early 
diagnosis, efficient and continued 
treatment will quickly render such 
cases noninfectious and usually result 


in a cure. 
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6. Tuberculosis: against which com- 
mendable progress has already been 
made but which will be the next great 
plague to go when man’s combative 
ingenuity comes into full play. 

7. Sanitation and better housing: 
these activities should comprise a 
definite part of an effective public 
health program. 

8. Mental hygiene: whereby in- 
sanity is prevented insofar as prac- 
ticable, and healthy, happy, normal 
and profitable living is accentuated. 

9. Crippled children: their restora- 
tion to lives of usefulness. 

When these diseases and conditions 
are combated to the full extent of our 
present and future knowledge, it is 
reasonable to expect that life ex- 
pectancy may be advanced to 70 years 
and this within the next decade. In 
achieving this result sizable expendi- 
tures will be necessary for public 
health work. However, it is financially 
profitable to the tax-payers to pre- 
vent the spread of disease if only to 
avoid such economic losses as pay- 
ments to men and women made un- 
employable by disease and the main- 
tenance of expensive institutions for 
the care of the sick and incapacitated. 

It is significant that the Congress 
wisely has taken cognizance of the 
situation by enacting the Social 
Security Act and making available an 
annual sum of $13,200,000 for public 
health purposes. This legislation is an 
excellent though modest beginning of 
governmental participation in public 
health affairs. 

Much of the credit for the gains 
that have been made in the past and 
will be recorded in the future may be 
credited to the medical and public 
health professions. The Public Health 
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Service is particularly mentioned in 
this connection, not because of un- 
usual achievements, but because it has 
become the coordinating agency of 
the Federal government and in this 
capacity serves as advisor and con- 
sultant to state and local health 
authorities throughout the nation. 


HEALTH EDUCATION 


The number of agencies which de- 
vote their programs, in whole or in 
part, to health education has mark- 
edly increased in recent years. The 
content of many of these health edu- 
cation programs is beginning to reveal 
logical interpretation of purpose and 
objective. The immediate response of 
America to the venereal disease con- 
trol challenge, for instance, is both 
commendable and significant. 

The Negro has shared in this dis- 
semination of health information 
through agencies of both white and 
colored origin and direction. In the 
light of truth, as opposed to super- 
stition, dogma, and exploitation, he is 
becoming more intelligent concerning 
health matters in general and his own 
status in particular. He is more alert 
to and active in the requirements for 
control of his health problems, pro- 
tection of his home and the com- 
munity in which he lives, and pro- 
longation of a life of service and 
security for himself and his people. 

The history of the National Negro 
Health Week Movement,’ reprinted 
from The Health Officer of September 
and October, 1936, published by the 
Public Health Service, relates an in- 
teresting story of this development of 
the health consciousness of the Negro. 


2 Roscoe C. Brown, ‘‘The National Negro Health 
Week Movement,” 7'he Health Officer, 206: 7-8, O 1936. 
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The section on ‘‘Progress of the Na- 
tional Negro Health Week Move- 
ment” contains the following signifi. 
cant statement: 


From emphasis on clean-up activities ag 
the major objective of the Health Week 
and the dissemination of health informa- 
tion by lectures, sermons, and literature, 
the movement naturally and logically as. 
sumed other phases of health conservation, 
such as clinics for treatment, inoculation, 
and periodic health examinations, practical 
demonstration of methods for keeping fit, 
pageants, and athletic contests. 


Beginning with the year 1921, the 
Public Health Service has published 
each year a Health Week bulletin, and 
since the years 1927 and 1934, respec- 
tively, a Health Week Poster and an 
illustrated school leaflet with the Na- 
tional Health Week Poster Contest 
rules, have been prepared. Also, an 
official radio broadcast and a health 
sermon are made available for educa- 
tional extension of the Health Week 
program. An evaluating and planning 
meeting of representatives of co- 
operating agencies, the Annual Na- 
tional Negro Health Week Movement 
Conference, is held in the fall of the 
year at the Public Health Service 
building, Washington, D.C. The call 
for this meeting is issued by the 
Surgeon General of the Public Health 
Service. Group discussions of perti- 
nent matters for report to and con- 
sideration of the general conference 
session, exhibits of National Negro 
Health Week reports, poster contest 
entries, and other material, and a 
public meeting are major features of 
the program, Field service in a num- 
ber of states and communities is pro- 
vided by the Public Health Service 
with official 
and various 


cooperation 
departments 


through 
health 
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agencies that foster the Health Week 
program. 

When it became apparent that the 
support of the National Negro Health 
Movement, which was rapidly ex- 
panding in scope of program and in 
the number of participating states, 
counties, and cities, North and South, 
where a large proportion of the popu- 
lation is colored, could not be con- 
tinuously provided with the limited 
means and facilities of the sponsoring 
agencies, a conference of representa- 
tives of these agencies and the U.S. 
Public Health Service resulted in a 
request for the Public Health Service 
to assume the responsibility for hous- 
ing the organization and supplying 
the essential needs of the program of 
health education. 

Since July 1, 1932, the Public 
Health Service has provided a di- 
rector, quarters and operating facil- 
ities for Negro health work. 
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The need of a bulletin to supply cur- 
rent information on matters of Negro 
health is met by the National Negro 
Health News, published quarterly by 
the Office of Negro Health Work of the 
Public Health Service. The News is a 
medium of report and exchange; its 
usefulness is attested by the constant 
demand for it from a large number of 
health and welfare agencies, various 
institutions, and libraries. 

The Negro has both opportunities 
and responsibilities inherent in the 
complex problem of his health status 
and the challenging need of its effec- 
tive solution. However, the immediate 
responsibility for the future develop- 
ment of programs for the conservation 
of Negro health undoubtedly rests 
with the states and the communities 
within the states. 

How this may be achieved will un- 
doubtedly be suggested in the follow- 
ing sections of this year-book. 
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THE PROBLEM OF NEGRO HEALTH AS REVEALED 
BY VITAL STATISTICS* 


Lovis I. Dusuin, Ph.D. 


Third Vice-President and Statistician, Metropolitan Life Insurance Company, New York City 


The facts on Negro health are of 
the greatest interest to workers in the 
health field for a variety of reasons. 
Negroes constitute close to one-tenth 
of the total population of the country. 
They are a racial group, with very 
definite health problems that call for 
solution. Health is basic to the general 
welfare of the Negro as it is to no 
other race. An improvement in Negro 
health, to the point where it would 
compare favorably with that of the 
white race, would at one stroke wipe 
out many disabilities from which the 
race suffers, improve its economic 
status and stimulate its native abil- 
ities as would no other single improve- 
ment. These are the social implica- 
tions of the facts of Negro health. 
There is, however, another and very 
interesting aspect of this discussion, 
namely, the health of the Negro as a 
racial problem. The Negro in America 
has clearly been outside of his normal 
environment. Just as it has proved 
difficult for white men to live in the 
tropics, so have Negroes struggled to 
adapt themselves to the rigors of our 
Northern country with its variety of 
parasitic organisms to which they 
have had little or no immunity. An 
opportunity is thus afforded to study 
the relative susceptibilities and im- 
munities of the Negro to disease as 


* Based on an article originally published in The 
Annals of the American Academy of Political and So- 
cial Science, November, 1928. Revised with the latest 
available statistics. 


well as the gradual adaptation of 
these people to their new environ- 
ment. 

Such facts as we have with regard 
to the health of the Negro, we are 
compelled to get largely by indirec- 
tion. But this is equally true for the 
white as for the colored race. As a 
nation, we keep only partial records, 
as yet, of the diseases and disabilities 
from which individuals suffer. We 
must resort, therefore, to the facts of 
mortality, as these are made available 
to us by the publications of official 
statistical and health agencies, and 
more recently by the life insurance 
companies. At this time, my chief 
reliance will be on the materials which 
have been collected for twenty-five 
years by the Metropolitan Life In- 
surance Company, which now insures 
the lives of close to two million Ne- 
groes. Fortunately, this coverage is 
almost country-wide and embraces 
men, women, and children of all ages 
and engaged in all occupations. The 
only serious limitation in this material 
is that the business is conducted, 
very largely, in the urban areas. The 
conditions which prevail in the rural 
South, where a large proportion of the 
Negroes still live, are therefore not 
closely reflected by the insurance ex- 
perience. Nevertheless, I believe that 
the picture which I shall draw will 
be fairly representative of the condi- 
tions which prevail among Negroes in 
the United States. 
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Excess oF Dreatu Rate 

Taking the country at large, or 
rather the Registration States, for 
the latest census year, namely, 1930, 
the standardized death rate of white 
persons was 9.9 per 1,000 of popula- 
tion; that of the colored was 18.0. This 
means that the colored death rate 
was 82 per cent higher than the 
white. This is, in general, the situa- 
tion at the present time. If we limit 
ourselves to the rural part of the 
Registration States, the excess of the 
Negro over the white mortality is 81 
per cent; in the cities of the Registra- 
tion States the rate for Negroes is 95 
per cent higher. There is, therefore, 
a difference between the mortality of 
urban and rural Negroes. In view of 
the fact, however, that the tendency 
of the Negro population has been 
definitely away from the farm and 
toward the city, it is all the more im- 
portant that we consider the facts for 
urban Negroes. These facts, for- 
tunately, we have available in con- 
siderable profusion. 

Itisimportant to determine whether 
the excess of the colored death rate 
over that for the white holds true in 
each sex and for all age periods. The 
accompanying table contains the very 
latest data available (that is, for the 
year 1935), and presents the compara- 
tive standardized death rates for 
more than fourteen million white 
persons and nearly two million Ne- 
groes insured in the Industrial De- 
partment of the Metropolitan Life 
Insurance Company. It brings the fol- 
lowing differences into clear relief. At 
every age period, from infancy to old 
age, and for each sex, the death rate 
for colored persons is in excess of 
that for whites. In every age group the 


269 


excess is more pronounced for females 
than for males. Colored infants of 
each sex suffer from death rates ap- 
proximately 80 per cent above those 
of the whites. From five years of age 
up to adolescence, the margin is 54 
per cent excess for males and 63 per 
cent for females. The most pro- 
nounced differences, however, are 
found between 15 and 25 years, where 
the death rate for colored boys and 
young men runs nearly two and a half 
times that for the whites, and where 
the mortality among colored girls is 
more than three times that for young 
white women. From early -adult life 
to “middle age” (25 to 44 years) the 
comparison remains extremely un- 
favorable to the colored. Between 45 
and 64 years, the adverse margins for 
the colored men are not so large as in 
the earlier age groups. However, the 
death rate for colored women is 64 
per cent above that for white women. 
In old age, that is, 65 to 74 years, the 
excess mortality for colored males and 
females is much reduced, being only 
17 and 23 per cent, respectively. 
These higher death rates neces- 
sarily mean curtailed longevity. This 
is true, especially because one of the 
important items in the excess mor- 
tality of Negroes is their high infant 
death rate. The death of a colored 
infant cuts off, at one stroke, 48 
years of life, and when there is a 
heavy infant mortality, the life ex- 
pectation is very seriously affected. 
The latest reliable figures relating to 
the general population for the period 
1929-1931 show a life expectation at 
birth of 47.52 years for colored males 
and of 49.53 for colored females, as 
compared with 59.31 years and 62.83 
years, respectively, for white persons. 
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OUTSTANDING DISEASES 

The higher mortality and shorter 
expectation of life of the Negro result, 
very largely, from their high death 
rate from a number of conditions. 
Tuberculosis is an outstanding cause 
of death among Negroes. In 1930, we 
computed the loss in life expectation 
for colored persons caused by the 
ravages of this disease. We found that 
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nephritis for 1.34 years to the male 
and 1.12 years to the female. 

In 1935, organic heart disease was 
the leading cause of death among the 
colored Industrial policyholders of the 
Metropolitan Life Insurance Com. 
pany. Their death rate was 208.1 per 
100,000, or a little more than one and 
a half times that for the whites. 

Tuberculosis followed very closely 
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if the mortality from tuberculosis 
among colored persons could be en- 
tirely eliminated, every Negro male 
baby, at birth, would have 2.79 years 
added to his expectation of life, and 
every girl baby would have an addi- 
tion of 2.85 years. Let the male baby 
survive to reach the age of 32 and we 
find that tuberculosis still reduces his 
tenure of life by 1.47 years. It shortens 
the life of the Negro woman of the 
same age .29 years. Cancer cuts the 
life span of colored males, at birth, 
four-tenths of a year, and that of 
colored females .91 of a year. Heart 
disease is responsible for 2.32 years 
loss of life to the Negro male, and for 
2.64 years to the female; and chronic 


with a rate of 152.4, or more than 
three times that for the whites. Third 
in numerical importance was pneu- 
monia, with a rate of 104.3, double 
that for the whites. Both chronic 
nephritis and cerebral hemorrhage, 
another ‘‘degenerative disease,” take 
double the toll of life among the 
Negroes that they do among whites. 
These five diseases, together with fatal 
accidents, which also run higher for 
the colored, account for 60 per cent of 
the Negro mortality. The death rate 
of Negroes, in 1935, from whooping 
cough was nearly two and one half 
times that for whites, and from puer- 
peral conditions it was nearly 75 per 
cent higher. Their influenza death 
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rate was more than double. Certain 
other causes like typhoid fever, 
malaria, pellagra and homicides run 
from two and a half to eight times 
higher than for white persons. 

The record of improvement for 
conditions arising from pregnancy and 
childbirth is not as favorable for 
colored females as for whites. Among 
white women insured in the Metro- 
politan’s Industrial Department, the 
death rate from these causes showed a 
decline of 57 per cent between 1911 
and 1935. With our insured colored 
women, the rate declined 40 per cent. 

No comment on the health status 
of the Negro would be complete which 
did not take into account the ravages 
of syphilis. This disease is a significant 
factor in the high Negro death rate. 
In fact, syphilis and its sequelae ac- 
count very largely for the great excess 
of the Negro death rate today over 
that for the whites. Among the latter, 
the general trend for syphilis has been 
downward during the last two dec- 
ades. Among the colored, the picture 
is a very different one. For colored 
males, the upward trend, since the 
year 1919, has been very marked, 
and among females, the rates for 1934 
and 1935 were as high as those pre- 
vailing twenty-five years ago. Since 
the World War, state and municipal 
health departments, the United States 
Public Health Service and the Ameri- 
can Social Hygiene Association have 
cooperated in putting before the 
public the best measures for the pre- 
vention and treatment of syphilis. 
These agencies have been successful 
in a limited degree in checking the 
mortality among the whites, but syph- 
ilis is actually taking a greater toll of 
Negro lives than it did in pre-war 
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years. It is obvious that the move- 
ment for the control of venereal dis- 
ease must concentrate more attention 
on the Negro population. 


DECLINE IN DEATH RATE 


After evaluating all of the relatively 
unfavorable items we have noted 
above, the fact still stands out that a 
remarkable decline in the mortality of 
the American Negro has taken place 
in a little less than two decades. In 
1911, the standardized mortality rate 
of the colored Industrial policyholders 
of the Metropolitan was 18.5 per 1,000. 
In 1935, the death rate of these in- 
sured Negroes had declined to 11.8, 
which represents a drop of 36 per cent 
in this period. There would have been 
almost ten thousand more deaths of 
colored policyholders than actually 
occurred, in 1935, if the 1911 death 
rate had prevailed. This marked de- 
cline is due, for the most part, to 
improvements in the death rates from 
tuberculosis, pneumonia, malaria, ty- 
phoid fever, diphtheria, diarrhea and 
enteritis, and pellagra. A number of 
factors are clearly at work which are 
operating favorably on the life and 
health of our Negro population. Par- 
ticularly noteworthy has been the 
great development of health actvities 
in the South and Southwest. The 
betterment has been a broad one, 
affecting virtually all areas, with 
scarcely a state (in which there is a 
significant Negro population) failing 
to show a decided decline in the total 
death rate. While it is true that the 
mortality among Negroes is still high, 
reflecting marked deficiencies in the 
health provisions for them, we cannot 
but conclude that the public health 
movement is making a favorable im- 
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press upon our colored population. 

The following graph shows the 
course of the death rate among both 
colored and white policyholders in the 
Metropolitan since 1911. 

The general tendency of the lines of 
mortality, it will be observed, is very 
much the same for both colored and 
white. Both races show significant im- 
provement. The greatest gains were 
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46.97 years, an increase of almost 6 
years, or 14 per cent. The expectancy 
of Negro females at age 10 was 41.30 
years in 1911-1912 as compared with 
49.38 in 1935. This is a gain of 8 
years, or 20 per cent, which is a better 
record than the increase of 7 years, or 
14 per cent for insured white females, 
There can be no mistake in the con- 
clusion that the last twenty-five years 
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made immediately after the influenza 
epidemic, that is, from 1918 to 1921. 
After 1921 the death rate among the 
colored showed a rising tendency, 
especially among the males. Beginning 
with 1930, however, an improvement 
was again registered for both sexes. 
The general improvement in the 
death rate is, of course, reflected in 
the figures for expectation of life. In 
the two years 1911-1912 the expected 
life span for Metropolitan colored 
male policyholders at age 10 was 41.32 
years; in 1935, the expectation was 


1925 1930 1935 


have seen a pronounced improvement 
in the health situation of the colored 
people; and this, in spite of the fact 
that these years included the periods 
of the war, of the influenza epidemic, 
and of the recent economic depression, 
as well as an immense migration to 
Northern cities, often undertaken 
under the most unfavorable condi- 
tions. 
Futur# INDICATIONS 

What are the indications for the 
future? In the first place, the pessi- 
mism concerning the Negro which 
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prevailed in many places a few dec- 
ades ago is no longer justified. The 
Negro in America, far from being 
destined for extinction, is steadily 
lowering his death rate and adding to 
his life span. The appalling mortality 
of the reconstruction period following 
the Civil War, with its death rate of 
35 to 40 per 1,000 had been cut to 
about 15, in 1934. This is no higher 
than prevailed in a number of Euro- 
pean countries before the World War. 
The Negro is getting a share, if not 
his full portion, of the benefits of 
sanitation and public health work in 
this country. His expectation of life in 
19830 was the same as that of the 
white man about thirty years earlier. 
The male Negro in the general popu- 
lation who lives to reach the age of 
50 has a life expectation within 3} 
years of that of the white man—and 
the Negro woman of the same age has 
about 4} years less of life expectation 
than the white woman. Our figures 
prove that the Negro race is physically 
well organized, and with improving 
environment will continue to increase 
its life expectancy. 

I consider the outlook for the future 
of the Negro as very hopeful, pro- 
vided environment improves and the 
race shares in the progress which com- 
munities are making in public health 
and personal hygiene. It should be 
possible, for example, to add fully 
two years to the expectation of life 
through intensification of public health 
work, whereby tuberculosis and infant 
mortality can be reduced by 25 per cent. 


RaciaL IMMUNITY 


We have an opportunity to con- 
sider, also, another phase of Negro 
health, namely, the question of sus- 
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ceptibility and immunity to certain 
diseases. We have already given the 
main facts as to higher or lower death 
rates for white and colored persons. 
Shall we interpret these differences 
as reflecting, in any degree, racial 
immunity or susceptibility to the 
diseases in question? 

I do not believe that there is such 
a thing as absolute racial immunity to 
any disease. But color, doubtless, 
does exert more or less influence over 
the prevalence of, and the death rate 
from many diseases. Just how much of 
this influence is due to racial immunity 
or susceptibility, and how much to 
racial customs, economic status and 
environment, is difficult if not im- 
possible todetermine. The factor of the 
“crossing” of the white and Negro 
bloods also beclouds the issue—since 
the mulatto, the octoroon, etc., have 
both white and Negro blood, although 
they are classified as ‘‘colored.” 

The Negro death rates for prac- 
tically all diseases in which care and 
sanitation are of paramount im- 
portance are much higher than among 
the whites. It is probable that their 
higher death rate is due more than 
anything else to ignorance, poverty 
and lack of proper medical care. Pul- 
monary tuberculosis, typhoid fever, 
pellagra, malaria, and puerperal con- 
ditions are examples of such diseases 
in which the mortality rates are much 
affected by unfavorable or insanitary 
environment—or by low economic 
status—and all of them have higher 
death rates among Negroes. 

Army investigators! state that the 
nervous system of Negroes shows 


1 Liaptenes Oninenl i G. Love, M.C., U.S.A.; a 
Major C. B. Davenport, Sanitary Corps, US.A., 
Comparison of — and Colored Troops in oo 
to Incidence | of Disease,’ Proceedings of the National 
A of 8 Vol. 5 » No. 3. 
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fewer cases of instability than that of 
the whites. Only about one-third as 
many cases, per 1,000 examined, of 
neurasthenia and ‘constitutional psy- 
chopathic state’’ was found in Negro 
troops as in the white. There were 
fewer eye and ear defects, and only 
half as many cases of functional 
cardiac disturbances of nervous origin. 
There was less diabetes and gall- 
bladder infection and fewer cases of 
urinary calculus. The skin of the 
Negro was found to be more resistant 
to micro-organisms than that of the 
whites. Only one-third as many acute 
abscesses and infections of the connec- 
tive tissues of the skin, and only one- 
quarter as many boils were found; 
there was much less dermatitis arising 
from traumatism. Venomous bites and 
stings were found to have less effect 
on the Negro, who has a thicker, 
tougher, more active and more highly 


pigmented skin than the white man; 


and this is doubtless both a me- 
chanical and a chemical protection 
against micro-organisms which are re- 
sponsible for certain diseases. 
During the World War, the medical 
examinations of white and colored 
troops seemed to indicate that the 
Negro possessed a certain degree of 
immunity to diabetes. Within the last 
ten years, however, there have been 
important developments both in the 
treatment of this disease and in the 
mortality statistics for it. In the gen- 
eral population, and more especially 
in the rural sections, the diabetes 
death rate has always run much 
higher among the whites than for the 
Negroes. This still holds true for the 
population, in general. But among 
nearly two million Negroes insured by 
the Metropolitan Life Insurance Com- 
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pany, the diabetes death rate in very 
recent years has been going up rapidly 
and now equals that of the white 
policyholders. It should be borne jp 
mind that these insured Negroes live, 
almost altogether, in the cities. The 
fact that the standardized diabetes 
death rate among them is now about 
equal to that of the whites may be 
due, in part, to their failure to obtain 
the benefit of the insulin treatment to 
the same extent as do the whites, 
Whether or not this be the case, the 
evidence is that there is little or no 
racial immunity among the Negroes 
to diabetes; for, even if the more or 
less carefree rural Negro is more im- 
mune than the white man, it now ap- 
pears that in urban surroundings the 
Negro is subject to much sickness and 
high mortality from this disease. 


DIsEASE COMPARISONS 


It is much more common to find 
Negroes than Anglo-Saxons who, at 
20 to 30 years, have teeth that show 
no sign of decay, even though they 
have had very indifferent care. Negro 
teeth are naturally resistant to the 
organism of caries. There is, undoubt- 
edly, less prevalence of diphtheria, 
scarlet fever and German measles 
among colored children than among 
whites, and there seems to be no 
doubt whatever that colored people 
are less apt to be attacked by the 
organism of acute anterior polio- 
myelitis. The best evidence is that 
measles is not so common in Negroes 
as in other races; but once attacked 
by this disease, the Negro has less 
resistance than the white child—and 
the same is true for diphtheria. The 
Negro child is more susceptible and 
less resistant to whooping cough than 
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the white. The Negro attack-rate is 
much higher up to five years of age, 
where the disease is most common, 
most contagious and most fatal. The 
whooping cough death rate for Ne- 
groes is higher for all age groups where 
there is a significant mortality; and the 
Negro case-fatality rate is also higher. 

Cancer of the skin is another con- 
dition in which the Negro death rate 
is relatively low. This holds true year 
after year; and it is very probable 
that the pigmentation in the Negro 
contains some protective element 
against skin cancers. 

The death rate from cancer of the 
breast runs slightly higher among 
Negro women than among whites; 
and the former also sustain a higher 
mortality rate from rectal and anal 
cancers, although in other parts of 
theintestinal tract the opposite is true. 

Erysipelas is one of the few diseases 
which shows a much lower death rate 
among Negroes. Their mortality from 
this disease, in fact, is only about two- 
thirds that for the whites. A very im- 
portant difference, in favor of the 
Negro, also obtains for anemia. 


There is good evidence that Ne- 
groes have extraordinary power to 
survive both wounds and major sur- 
gical operations and that, once con- 
valescent, they are less liable to the 
reactions of fever and other complica- 
tions.? With wounds there is less sup- 
puration. Mental defects among Ne- 
groes oftener take the form of idiocy, 
and cases of acute mania run sooner 
into imbecility. The Negro, by and 
large, is of a more cheerful and care- 
free temperament than the white 
man. The rural Negro seldom com- 
mits suicide, but this cannot be said 
of the urban colored man. In our 
most recent Metropolitan Life In- 
surance Company experience, the Ne- 
gro suicide rate is nearly two-thirds as 
high as the white. 

I doubt whether we really know 
just what part of the higher mor- 
tality of the Negro is attributable to 
racial susceptibility and what part to 
the effects of racial customs and en- 
vironmental conditions. 


2? Odum, Howard W., ‘‘Studies in History, Econom- 
ies and Public Law,’’ Faculty of Political Science, Co- 
lumbia University, Vol. XX XVII, No. 3. 
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TREND OF MORTALITY AMONG SOUTHERN 
NEGROES SINCE 1920 


Mary Gover, Sc.D. 
Associate Statistician, U.S. Public Health Service, Washington, D.C. 


The trend of Negro mortality in 
the United States has been downward 
over a period of approximately 50 
years. A complete record of deaths 
among the major portion of the Ne- 
gro population is available for only 
approximately 15 years. Records, 
however, for a few of the Southern 


tality since about 1880. Prior to that 
time, the recorded mortality of Ne- 
groes in these cities is variable and 
shows little if any downward trend. 


MEAN EXPECTATION OF LIFE 


The increase in expectation of life 
at birth for Negroes is shown in the 


TABLE I 
ExprcTaTION OF Lire AT BirtH FoR NEGRO MALES AND FEMALES IN THE ORIGINAL 
REGISTRATION StTaTEs (1900, 1910, 1920 anp 1930) AND IN THE 
REGISTRATION STATES OF 1920 (1920 anv 1930) 








Expectation of Life 
at Birth for: 





Negro 
Females 
(Years) 


Negro 
Males 
(Years) 





Original registration states* 


32.54 
34.05 
40.45 


1901 
1910 


1919-1920 
1929-1931° 
1919-1921 
1929-1931 


® The original sppatension states are: Connecticut, Indiana, Maine, Massachusetts, Michigan, New Hampshire 
New Jersey, New , Rhode Island, Vermont, and District of Columbia. 

b The registration mes of 1920 are: The original registration states plus California, Colorado, Delaware, Florida, 
Illinois, Kansas, Kentucky, Louisiana, Maryland, Minnesota, Mississippi, Missouri, Montana, Nebraska, North 
Carolina, Ohio, Oregon, Pennsylvania, South Carolina, Tennessee, Utah, Virginia, Washington, Wisconsin. 


45.91 
47.14 


Registration states of 1920» 
46.83 





° Figures are for total colored (L. I. Dublin and A. if Lotka, Length of. Life). 


cities go back for more than a century, 
notably to 1817 for Baltimore, 1822 
for Charleston, 8.C.2 and 1845 for 
New Orleans.* In spite of possible 
increasing completeness in the regis- 
tration of deaths, city records show a 
decline in the recorded Negro mor- 


1 William Travis Howard, Public Health Adminis- 
tration and the Natural History of Disease in Baltimore, 
Md., 1797-1920. Carnegie Institution of Washington, 
1924. 

2 Robert Wilson, Jr., ‘Is the Prevalence of Tubercu- 
losis Among the Negroes due to Race Tendency?” 
Sicth International Congress on Tuberculosis, 3, 454, 


3 Biennial Report, Board of Health, City of New Or- 
leans, 1904-06. 


following data (Table I) taken from 
life tables published by the U.S. 
Bureau of the Census.4 The mean ex- 
pectation of life is given for Negroes 
of the original Registration states and 
of the Registration states of 1920. The 


former is primarily a Northern group 


«U.S. Bureau of the Census, United States Life Ta- 
bles, 1890, 1901 and 1901-1910. Prepared by James W. 
Glover, Washington: Government Printing Office, 1921. 

U.S. Bureau of the Census, United States Abridged 
Life Tables, 1919-1920. Prepared by a nm 
Washington: Government Printing Office, 1 

U.S. Bureau of the Census, Unated States Life Tables, 
1930. Prepared by Joseph A. Hill. Washington: Govern- 
ment Printing Office, 1936. 
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of states and comprised only 4.4, 4.7, 
6.2 and 9.5 per cent of the total Ne- 
gro population in the Census years of 
1900, 1910, 1920 and 1930, respec- 
tively. It is also largely an urban pop- 
ulation; 73 per cent of the Negro 
population of this area was living in 
cities of more than 100,000 popula- 
tion in 1930. The registration area of 
1920, however, includes 35 states, 10 
of which are Southern. 
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Source or Data 

The Southern part of the death 
registration area of 1920 comprises 
the 10 states of Florida, Kentucky, 
Louisiana, Maryland, Mississippi, 
North Carolina, South Carolina, Ten- 
nessee, Virginia and the District of 
Columbia. With the exception of the 
District of Columbia (1900), Mary- 
land (1906), Kentucky (1911) and 
Virginia (1913) these states entered 


TABLE II 


ANNUAL Deatu Rates FRoM ALL Causss AT Speciric AGES AMONG COLORED AND WHITE 
oF 10 SourHERN STATES FOR 1921-23 AND 1931-33, AND PERCENTAGE 
CHANGE IN Morta.ity AT SpEciFIc AGES FROM 1922 To 1932 








All Ages 
Color ——-—-——— 5-9 
and Adjusted 
Year for Crude 
Age! 


10-14 


15-19 20-24 25-29 30-34 35-44 


45-54 55-64 65 





Death Rate per 1,000 Persons 





Colored 


1921-23 . . . : 6.7 
. . : A 5.3 


1931-33 


White 
1921-23 . : a . a 
: : . : i, 


1931-33 


2.1 


10.2 
8.6 


3.9 4.4 
3.2 3.8 





Percentage Change from 1922 to 1932 





—14 
—17 


—2.9 —25 
—4.6 —27 


—25 
—20 


Colored 
White 


—22 
—22 


—16 


-9 +4 +9 
-17 5 


+19 +22 
—-14 -13 = +3 +8 





1See Table IV note 3. 


In the original Registration states 
there was an increase in mean expec- 
tation of life of 13.4 years for males 
and 14.0 years for females from 1901 
to 1930 and an increase of 5.5 and 
6.7 years for males and females re- 
spectively from 1920 to 1930. In the 
registration states of 1920, however, 
there has been a decrease in mean ex- 
pectation of life for Negro males of .3 
years and an increase of 2.0 years for 
Negro females from 1920 to 1930. The 
years 1919 and 1920 were years of un- 
usually high influenza and pneumonia 
mortality, so that the life expectancy 
based on these years would be ab- 
normally low. 


the area between 1915 and 1920. Ac- 
cording to the Census of 1930,° this 
area included 5,692,498 Negroes, or 
48 per cent of the total Negro popula- 
tion of the United States. Another 31 
per cent of the Negro population was 
in Southern states while only 20 per 
cent was in the North and 1 per cent 
in the West. Approximately half (48 
per cent) of the Negro population of 
the 10 Southern states was living on 
farms in 1930, 26 per cent in rural 
non-farm areas and towns under 
10,000, 12 per cent in cities of 10,000 


5 U.S. Bureau of the Census, Negroes in the United 
States, 1920-1932. Washington: Government Printing 
Office, 1935. 
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to 100,000 population and 14 per cent 


in cities of over 100,000 population. 
Mortality rates® based on this area 
are reliable, although some increase 
in the percentage of deaths registered 
and in the accuracy of the certifica- 


° 20 ao so 
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measure of the change in colored 
mortality and not for the purpose of 
a racial comparison. 

Au Causes OF DEATH 


The percentage change in mortality 





60 
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30 


O€arH RATE PER 1,000 PERSONS 
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1922 TO 32 





° 20 40 60 
AGE 


Fig. 1. ANNUAL DgeaTH RaTE FROM ALL CAUSES AT SPECIF- 
1c Aces AMONG CoLORED AND WHITE OF 10 SOUTHERN 
SraTes FoR 1921-1932 anp 1931-1933, AND PER- 


CENTAGE CHANGE IN MortTALITY AT SPECIFIC 
AGES FROM 1922 To 1932 


tion of the cause of death has prob- 
ably taken place since 1920. 

In presenting the trend of Negro 
mortality in the 10 Southern states 
of the death registration area of 1920, 
the trend of morality for whites in the 
same 10 states is included as a rough 


*U.S. Bureau of the Census, Mortality Statistics, 
1980 to 19838. Washington: Government Printing Office. 


from 1922 to 1932 in the 10 Southern 
states is shown for specific age groups 
in Table II and Fig. 1. The decrease 
in age-corrected rates of mortality 
from all causes was 2.5 per cent for 
colored and 7.7 per cent for white. 
The decline in mortality under 4 
years of age has been marked; for 
colored from 32.5 to 24.4 per 1,000 
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and for white from 20.9 to 15.2, a 
decline of 25 and 27 per cent, respec- 
tively. Considering single years of age 
the largest percentage decline in the 
colored rates occurred at 1 year, from 


what higher than the rate of 85.5 per 
1,000 in 1932. 

For both colored and white the 
greatest decrease in mortality from 
1922 to 1932 occurred in the younger 


TABLE Iil 


Inrant Morta.ity AMONG CoLoreD AND Wuire or 10 SourHeRrNn Srares, 
1928 To 1934 














‘ai 1928 1929 1930 1931 1932 1933 1934 
Dolor 

Death Rate Under 1 Year of Age Per 1,000 Live Births 
Colored 105.2 103.5 102.8 95.9 85.5 89.7 94.5 
White 67.6 65.1 63.0 58.7 57.2 56.6 62.1 





26.6 to 16.2 per 1,000 or 39 per cent. 
The decline in infant mortality for 
the years for which the number of 


ages. The colored rates declined at 
every age under 30 years; the white, 
at every age under 45 years. Above 
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Fig. 2. ANNUAL DeatH RaTES FROM IMPORTANT 
Causss AmMona CotorepD Persons or 10 
SouTHERN STATES FoR 1931-1933 


births in this area is available, is 
shown in the following data (Table 
III) from the Bureau of the Census:? 
The colored infant mortality rate was 
105.2 per 1,000 in 1928 and 89.7 and 
94.5 in 1983 and 1934, both some- 

7U.S. Bureau of the Census. Birth, Stillbirth and 


{Nant Mortality Statistics, 1928-1984. Washington: 
overnment Printing Office. 





these ages, the recorded mortality in- 
creased in the decade 1922 to 1932 in 
the Southern states. 


Mayor Causes oF DEATH 


The major causes of death among 
Negroes in 1931-1933 are given in 
Figure 2. Year to year trends in 
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TABLE IV 


Annuat DeatH RATES FROM IMPORTANT Causes AMONG COLORED AND WHITE oF 10 
SouTHERN STaTEs FOR 1921-23 anp 1931-33 AND PERCENTAGE CHANGE 
IN MortTa.ity FROM 1922 To 1932 














Percentage 


Change 
1922 to 1932 





Colored White 
Diagnosis and Inter- 
national List Code 1921-23 1931-33 1921-23 1931-33 
Number, 1929 Col- White 
Revision ore 


Death Rate Per 100,000 Persons Adjusted Per cent 
or Age? 











Typhoid (1, 2) 2.91 13.19 13.35 177 —42% —49% 

Diphtheria (10).. 6 .66 5.21 14.79 .80 —40 —41 

Respiratory tuberculosis 
(23 


.55 : 76. ‘ —-26 —36 
Nonrespiratory tubercu- 
losis (24-32). . Ec : ’ 7 —24 —41 
Syphilis (34, 80, , 88). .19 6 ’ A +35 -—15 
alaria (38) . ed .43 ; : 6 —41 j 
2.17 ; , ; —3 
47 j 
Cerebral hemorrhage (82) 
Nervous diseases (84, 85, 
8 


diseases (90-95 
b) 


25 


31 
Diseases of the arteries 

(94b, 96, 97, 99, 111la). 15.63 
Pneumonia (107-109)... 6 ’ : 53. —4 
Diseases of the stomach 

24. A . : —25 

*Diarrhea and enteritis 

119 21,621 21,009 21,096 j —38 
Hernia and intestinal ob- 

struction (122). 2. 13.34 Vie ; +9 
Kidney diseases (130-134) 132. 150.77 79. : 
‘Puerperal causes (140- 

150) 155. 142.98 135. % — 23 
*Congenital malformations 

and other diseases of 

early infancy (157-161) 23,689 23,352 23,144 , —9 -11 
Homicide (172-175) 28.6 36.99 8. 9.73 +29 +19 


Automobile accidents 
0 4.90 19.21 .18 21.55 +292 +163 


Cardiovascular-renal dis- 
eases (82, 90-97, 99, 
llla, 130-134)....... 430.14 518.24 272.95 304.77 +20 +412 





1 Per 100,000 females. 
2 Per 100, ‘000 persons under 1 year of ag 
3 Rates are adjusted to the age distribution of the total population of the 14 Southern states in the death regis- 


tration area of 1930. 


mortality from the same causes are and 1931-33, with the percentage 
shown in Figure 3 for the years 1920 change in mortality from 1922 to 1932 
to 1933. The rates are plotted on a_ are also shown in Table IV. Because 
logarithmic scale and show the rela- of the difficulty of obtaining accurate 
tive or percentage change in mortality. detailed diagnoses of causes of death, 
Rates for specific causes, adjusted for broad groups of diseases have been 
age, in the two 3-year periods 1921-23 used in most instances, as for example, 
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all diseases of the heart and all dis- 
eases of the kidneys. For more de- 
tailed groups and also for the tables 
of rates on which Figure 3 of this 
article is based, the reader is referred 
to a recent Public Health Bulletin, No. 
235, now in press, which deals with 
Negro mortality.® 
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and intestinal obstruction, automobile 
accidents, and homicide; those which 
show little, if any, change are pneu- 
monia and diseases of the kidneys, 


Typhoid Fever 


Typhoid fever is a disease which 
can be controlled by the supervision 


TABLE V 
ANNUAL DgatH RATES FROM DIPHTHERIA AT ALL AGES AND FOR SINGLE YEARS UNDER 5 
AMONG COLORED AND WHITE OF 10 SOUTHERN STATES FOR 1921-23 aND 
1931-33 AND PERCENTAGE CHANGE IN MORTALITY FROM 1922 To 1932 








Year and Color All Ages Under 1 


1 2 3 





Death Rate Per 100,000 Persons 





81.6 
36.9 


68.4 
41.6 


115.2 


48.3 
42.9 


45.4 
36.7 


111.7 


76.4 69.0 





Percentage Change from 1922 to 1932 





—43% —55% 


—39 


—30% 
—38 


—30% 
—44 


—19% 
—38 


—-11% 
—34 





On the whole, the changes in mor- 
tality from specific causes have been 
in the same direction for both colored 
and white and for many of the specific 
causes the change has been at ap- 
proximately the same rate for both 
races (Table IV and Fig. 3). Among 
the major causes of death for colored, 
shown in Fig. 3, those which have de- 
creased are, typhoid fever, diphtheria, 
malaria, respiratory and nonrespira- 
tory tuberculosis, nervous diseases, 
diseases of the stomach, puerperal 
diseases, diarrhea and enteritis, and 
diseases of early infancy; those which 
have increased are syphilis, cancer, 
cerebral hemorrhage, diseases of the 
heart, diseases of the arteries, hernia 

_ 8 Mary Gover, Mortality Among Southern Negroes 
Since 1920. With Comparative Data for Southern Whites 


+ atmaie Negroes. Public Health Bulletin No. 235. 


of sources of food and drink. Mor- 
tality from this cause has decreased 
from 1922 to 1932 at approximately 
the same rate for both races, 42 per 
cent for colored and 49 per cent for 
white. 
Diphtheria 

A large reduction in mortality from 
diphtheria has also taken place since 
1920 following the introduction of the 
use of toxin-antitoxin. In the 10 
Southern states it has declined 40 per 
cent for colored and 41 per cent for 
white from 1922 to 1932. Under 1 
year of age the death rate from diph- 
theria has decreased more for colored, 
55 per cent as compared with 39 per 
cent for the white. Mortality from 
diphtheria at single years under 5 
for 1922 and 1932 in the 10 Southern 
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states is shown in Table V. Although 
mortality from diphtheria is higher 
for white than for colored at all ages, 
the rate under 1 year of age was more 
for colored in 1922. By 1932, however, 
the greater decline in the colored rate 
under 1 year has brought it below the 
white rate. In 1922 the maximum rate 
for colored was under | year of age 
while in 1932 the highest rate occurred 
at 1 year of age. 


Tuberculosis 


The continued decline in tubercu- 
losis mortality has amounted to 26 
per cent for colored and 36 per cent 
for white of all ages in the decade 1922 
to 1932. The greatest decline among 
the colored has occurred in the young- 
est age groups, 45 and 44 per cent at 
0-4 and 5-9 years, respectively. Over 
10 years of age the percentage decline 
has been less than in the younger ages. 
The decline among the white has been 
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1923 AND 1931-1933, AND PER- 
CENTAGE CHANGE IN Mor- 
TALITY AT SpEciIFIc AGES 

FROM 1922 To 1932 





5 years, the death rate increases with 
age until 30 years and declines there- 
after. The decrease since 1920 in 


TABLE VI 
AnnuaL DeatH Rates From RespiRATORY TUBERCULOSIS AT Speciric Aces AMONG 
CoLoRED AND Wuirte or 10 SouTHERN SraTEs FOR 1921-23 AND 1931-33, AND 
PERCENTAGE CHANGE IN Mortatity AT SPECIFIC AGES FROM 1922 To 1932 








Color 
and All 0-4 
Year Ages 


5-9 10-14 15-19 


65 
20-24 25-29 30-34 35-44 45-54 55-64 fm 
ver 





Death Rate Per 100,000 Persons 





Colored 
1921-23 
1931-33 

ite 
1921-23 
1931-33 


209.8 
144.5 


45.1 
21.2 


368.4 
255.2 


102.7 
54.3 


175.7 
140.2 


219.1 
161.1 


190.3 
154.5 


143.8 
104.6 


208.5 
166.7 


113.1 
78.9 


318.8 
247.8 


124.5 
74.1 


372.9 
260.0 


126.1 
71.7 





Percentage Change from 1922 to 1932 





Colored 
White 


—25% —45% —44% -26% -31% -31% —-30% —22% 
-33 -47 -30 —-651 —53 —47 —43 —40 


—20% 


—20% —-19% —20% 
—30 —30 -27 —26 





40 per cent or more for all age groups 
below 35 years except 5-9 years 
(Table VI and Fig. 4). The colored 
age curve of respiratory tuberculosis 
resembles more the 1900 age curve 
than it does the 1932 curve for white 
persons in the Southern states; after 


tuberculosis mortality at specific ages 
among the colored of the South is 
similar to the decrease since 1920 in 
the original registration states which 
represent largely whites in the North- 
eastern part of the country. In both 
of these groups the percentage de- 
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crease has been greatest at ages under 
10 years and neither shows the rela- 
tively large decreases for the ages 
from 10 to 35 years that appear for 
Southern whites. 

Nonrespiratory tuberculosis has de- 
creased for both colored and white, 
but less rapidly for colored, 24 and 41 
per cent, respectively. 


Syphilis 
Recorded mortality from syphilis 
shows an increase for colored and a 
decrease for white persons. The curves 
of the trend of syphilis (Fig. 3) repre- 


THE JOURNAL OF NEGRO EDUCATION 


tion that mortality from general 
paralysis and locomotor ataxia in the 
Southern states has decreased since 
1920 among white but not among 
colored. 
Cancer 

Mortality from all forms of cancer 
has steadily increased since 1920 
among both colored and white, 21 
and 16 per cent, respectively. For the 
ages 35-64 years the colored rate has 
increased 25 per cent and the white 
15 per cent; at 65 years and over the 
increase has been 19 per cent for 
colored and 20 per cent for white in 


TABLE VII 
ANNUAL DeatH RaTEs FROM CANCER AT SpEciFIc AGES AMONG COLORED AND WHITE 
oF 10 SouTHERN STATEs FOR 1921-23 anv 1931-33, AND PERCENTAGE 
CHANGE IN MortALity aT Speciric AGES FROM 1922 To 1932 








Color 
and 
Year 


Allages 0-4 5-9 10-14 15-19 


20-24 25-34 35-44 45-54 55-64 





Death Rate per 100,000 Persons 





Colored 
1921-23 - é 5; ; 
1931-33 - z: 7 53 
White 
1921-23 A 
1931-33 ) Fe 


3. 


211.7 
266.9 


257.4 
293.2 


22.7 
26.0 


13.1 


6. 
6. 
4. 
5. 14.3 


5 

8 

5. 
50. 





Percentage Change from 1922 to 1932 





Colored 
White 


+23 % 
+44 


+26% 
+26 


+37 % 
+30 


—10% 


+37 % 
+65 +30 


+22% 
+t 


+3% +14% +20% +26% +19% 
var +9 +11 +14 +20 





sent mortality from syphilis, general 
paralysis of the insane and locomotor 
ataxia. If these 3 causes are con- 
sidered separately, however, it is seen 
that recorded mortality from syphilis 
has increased for both races, more 
rapidly among colored than white, 
while general paralysis of the insane 
and locomotor ataxia has decreased 
from 1920 to 1933 for white and 
remained practically constant for 
colored. It is recognized that the re- 
corded mortality from syphilis is far 
from complete and that some of the 
increase may be due to better diag- 
nosis; however, there is some indica- 


the 10 Southern states (Table VII). 
The trend of mortality from cancer 
among colored males and females is 
shown by Holmes? to have increased 
in the Registration states of 1920, the 
rise being more rapid for males than 
for females. For males there has been 
an increase at all ages from 35 to 80 
years and for females at all ages from 
30 to 70 years. 

The Metropolitan Life Insurance 
Company’? data show an increase in 

9S. J. Holmes, ‘‘The Differential Mortality from 
Cancer in the White and Colored Population,” Ameri 
can Journal of Cancer, 25: 358, 1935. ; 

10 Metropolitan Life Insurance Co., Monograph I in 


a 20-year Mortality Review, 1911-1930. New York: 
Metropolitan Life Insurance Company Press, 1935. 
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cancer mortality since 1920 for both 
races. The colored rates increased at 
every age group for both males and 
females but the increase was more 
rapid among males. The rates for 
white males increased for ages over 25 
years but the rates for white females 
decreased for ages 35 to 54 years and 
increased for 65 to 74 years. Cancer of 
inaccessible sites has increased on the 
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20 years, but undoubtedly this fact 
accounts for some of the increase. 


Nervous Diseases 


The trend curve of mortality from 
nervous diseases in Fig. 3 is exclusive 
of cerebral hemorrhage. The rates in- 
dicate a decline since 1930 for both 
colored and white, and show no 
change from 1920 to 1930. 


TABLE VIII 
AnnuaL Deato Rates rromM Heart DISEASE AND FROM ALL CARDIOVASCULAR-RENAL 
DisEAsES AMONG COLORED AND WHITE OF 10 SOUTHERN STATES FOR 
1921-23 anv 1931-33, AND PERCENTAGE CHANGE IN 
MortTA.ity aT SpEciFic AGES FROM 
1922 ro 1932 








All 5-9 10-14 


ages 


Color, Year and 0-4 


Diagnosis 


15-19 20-24 25-34 35-44 





Death Rate Per 100,000 Persons 





Heart disease 
Colored: 1921-23 
1931-33 


1921-23 
1931-33 


Cardiovascular-renal 


iseases 
Colored: 1921-23 
1931-33 


White: 1921-23 
1931-33 


White: 


it: 
it. 
9. 
YF 


20.2 
18.2 


15.0 
12.6 


17.2 
13.9 


12.1 
9.7 


1435.6 
1833.7 


1457.0 
1893.2 


361.9 
491.5 


127.4 
166.8 


19. 40.5 


18. 36.7 


12. 16.3 
10. 13.8 


3945.1 
4544.1 


3742.8 
4239.0 


384.8 850.2 1646.5 
465.8 1120.9 2179.8 


117.5 316.7 910.2 
125.1 365.2 1052.7 


77.5 160.6 
65.8 174.1 


31.0 47.5 
25.5 46.8 


41.2 
33.5 
21.3 
16.7 





Percentage Change from 1922 to 1932 





Heart disease 
Color +32% 
White +38 

Cardiovascular-renal 

dise 


aSeS 
Colored 
White 


—10 
—16 


—38 
—32 


—19 
—20 


+24 
+21 


—29% -13% +1% — 5% 
-32 -8 -—22 -19 


—10% +12% +21% +36% +43% +28% 
-15 +10 +17 +31 +33 +30 


+32 
+15 


+32 
+16 


+15 


+8 
+13 


—2 


—19 
—22 


—-15 
—18 


+21 
+t 





whole, although there are some excep- 
tions particularly at ages under 55 
years. Cancer of accessible sites, on 
the other hand, does not show the 
same increase that cancer of inac- 
cessible organs does; mortality from 
cancer of the breast has remained 
practically level for both colored and 
white. It is impossible to determine 
how large a part of the increase in 
cancer of inaccessible organs is due to 
the improvement in diagnostic meth- 
ods which has taken place in the last 


Cardiovascular-Renal Diseases 


Mortality from heart disease has 
shown a distinctly upward trend since 
1920 for both colored and white, 28 
and 26 per cent, respectively. A part 
of this recorded increase, however, is 
probably due to changes in the meth- 
ods of classifying causes of death" and 
to the increasing tendency of physi- 


11 The revision of the Manual of Joint Causes of 
Death published in 1925 by the Bureau of the Census 
provided for certain changes in coding procedure with 
regard to the diseases of the cardiovascular-renal group. 
For example, chronic nephritis is now prefe over 
chronic heart disease and certain of the heart condi- 





286 


cians to record heart diseases as a 
cause of death rather than the asso- 
ciated renal or vascular manifesta- 
tions. A large part of the increase, 
however, is real; it has occurred at 
ages over 25 years and is relatively 
greatest for colored of the age groups 
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years, however, mortality from heart 
disease shows a distinctly downward 
trend, particularly at ages under 5 
years; the decrease was 29 per cent 
for colored and 32 per cent for white, 
The decline at these ages is un- 
doubtedly associated with the de 


20 





COLORED 


DEATH RATE PER 100,000 PERSONS 











PERCENTAGE 


PERCENTAGE CHANGE: 1922 TO 1932 








40 
AGE 


40 to 
AGE 


Fie. 5. ANNUAL DgatH Rate FROM HEART DISEASE AT SPECIFIC 
Ages AMONG COLORED AND WHITE OF 10 SOUTHERN STATES 
FOR 1921-1923 AND 1931-1933, anpD PeRcENTAGE CHANGE 
IN Morrauity at Speciric AGES FROM 1922 To 1932 


55-64 years. Syphilitic heart disease 
accounts for a large proportion of 
deaths from heart disease in the fifth 
and sixth decades of life and may be 
somewhat responsible for the higher 
rate for colored. At ages under 25 





tions over cerebral hemorrhage, reversing the former 
order. Since contributory causes appear more frequently 
on death certificates than they formerly did these 
changes affect the comparability of death rates from 
specific causes to some extent. 


crease in the infectious diseases of 
childhood (Table VIII). 

The curves of organic heart disease 
for colored policyholders of the Metro- 
politan Life Insurance Company” 
show a marked increase in mortality 
among males over 25 years of age 

12 Metropolitan Life Insurance Co.: Monograph IV 


in a 20-year Mortality Review, 1911-1980. New York: 
Metropolitan Life Insurance Company Press, 1935. 
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and among females over 55 years. 
Practically all of the increase in the 
white mortality from heart disease is 
due to the increase in the male rate at 
45 years and over. For ages under 25 
years the trend curve is level for 
colored males and females and shows 
a decrease for both white males and 
females. 

Cerebral hemorrhage has also in- 
creased among the colored since 1920, 
but has remained level for the white 
(Fig. 3). The modern tendency to- 
ward a more complete diagnosis of 
these conditions and the resulting 
transfer of deaths from “cerebral 
hemorrhage” to underlying vascular 
diseases would probably affect the 
white curve more than the colored. 

Diseases of the arteries have in- 
creased more for white than for 
colored, 48 and 35 per cent, respec- 
tively. The more rapid increase in the 
white rate, however, has occurred 
since 1928. The trend curves, as 
shown in Fig. 3, include the diagnosis 
“diseases of the coronary arteries.” 
Angina pectoris and coronary disease 
has shown a marked increase in late 
years, due largely to better diagnostic 
methods. This inclusion and _ the 
changes in medical opinion and diag- 
nosis mentioned earlier probably con- 
tribute to the increase in mortality 
from this group of diseases. 

Mortality from diseases of the kid- 
neys shows practically no change from 
1920 to 1933 except a rise in 1925 to a 
slightly higher level. Here also inter- 
pretation is made difficult by changes 
both in diagnosis and international 
list classification. 

The changes in diagnostic and cod- 
ing procedure mentioned above per- 
tain almost entirely to specific causes 
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within the larger group of cardio- 
vascular-renal diseases so that it seems 
desirable to note the trend of the 
group as a whole. Rates for the total 
group, including cerebral hemorrhage, 
heart disease, diseases of the arteries 
and diseases of the kidneys have in- 
creased for both colored and white 
from 1922 to 1932. The increase has 
been more for colored than white, 20 
and 12 per cent, respectively, and oc- 
curs in the age groups over 25 years 
(Table VIII). 


Pneumonia 


Mortality from pneumonia has re- 
mained practically constant from 1920 
to 1933 for both colored and white; it 
shows a decrease of 4 and 11 per cent, 
respectively. 

Stomach 


The trend of diseases of the stomach 
is downward for both colored and 
white, a decrease of 25 per cent for 
colored and 33 per cent for white. 


Maternal and Infant Mortality 


Mortality from puerperal causes 
per 100,000 females has decreased 23 
per cent for colored and 31 per cent 
for white from 1922 to 1932. Because 
of the declining birth rate, however, 
deaths from puerperal causes per 1,000 
live births is a better measure of 
maternal mortality; but the number 
of births is not available for all of 
these states prior to 1928. Since that 
year the trend in mortality from 
puerperal causes per 1,000 live births 
has been downward in the 10 South- 
ern states, from 12.2 in 1928 to 9.8 in 
1933 for colored and from 7.0 to 5.6 
per 1,000 live births for white, or 19 
and 20 per cent, respectively. From 
1920 to 1930, however, in the indi- 
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vidual states for which data are avail- 
able, there was practically no change 
in maternal mortality per 1,000 live 
births although there was some de- 
crease in rates for rural areas not cor- 
rected for residence. 

Approximately 90 per cent of deaths 
from congenital malformations and 
other diseases of early infancy occur 
in the first month of life. The trend of 
mortality from these causes per 
100,000 population under 1 year has 
been slightly downward since 1920, 
a decrease of 9 and 11 per cent from 
1922 to 1932 for colored and white, re- 
spectively. The decline during the 
same period in mortality from diar- 
rhea and enteritis under 1 year of age 
has been 38 per cent for colored and 
39 per cent for white. Rates for these 
causes per 1,000 live births (1928- 
1933) show a similar decline. 


Accident 


While there was a marked increase 
in mortality from automobile acci- 


dents from 1920 to 1930, the rate hag 
remained practically level in the years 
1930 to 1933 for both colored and 
white. 


SUMMARY 


Mortality among Negroes of the 10 
Southern states of the registration 
area of 1920 has declined from 16.2 in 
1922 to 15.8 per 1,000 in 1982, or 2.5 
per cent. The greatest decrease has 
occurred in the ages under 5 years al- 
though the rates have declined for 
every age group under 30 years. Over 
30 years of age mortality of colored 
persons has increased since 1920. The 
decline in mortality in the younger 
ages has been largely due to a decrease 
in the rates for typhoid, diphtheria, 
tuberculosis, diseases of the stomach, 
puerperal diseases and diseases of 
early infancy; the increase in mor- 
tality in the older ages has been 
largely due to cancer, cerebral hemor- 
rhage, diseases of the heart and dis 
eases of the arteries. 
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CHAPTER IV 


THE PRINCIPAL CAUSES OF DEATH AMONG NEGROES: 
A GENERAL COMPARATIVE STATEMENT* 


S. J. Houmgs, Px.D. 
Professor of Zoology, The University of California 


INTRODUCTION 

Barring the effects of migration into 
or out of the country, the relative 
rates of increase of whites and Ne- 
groes in the United States will obvi- 
ously depend upon which race has the 
greater surplus of births over deaths. 
Ever since we have had reliable birth 
statistics the Negro birth rate has 
been higher than that of the whites 
and will probably continue to be so 
for many years. On the other hand, 
the mortality of the Negroes has been 
so much greater than that of the 
whites that the surplus of births over 
deaths has been to the advantage of 
the white race. Partly as a resuit of 
the restriction of immigration from 
Europe, the differences in the rates of 
natural increase of whites and Negroes 
have become reduced. When proper 
allowances are made for the influence 
of age composition in the two races, 
the present rates of natural increase 
are shown to be not far apart. In the 
near future, at least, the biological 
prospects of the Negroes in the United 
States will depend largely on the 
trend of mortality. 

For many years birth rates and 
death rates have been falling in both 


whites and blacks. Since about 1890 


the decline of both rates has been 


roughly parallel in the two races. In 
the reduction of both mortality and 


.,* Additional data on the topics covered in this ar- 
ticle may be found in a volume by the writer on The 
Negro's Struggle for Survival which is being published 
by the University of California Press. 


fertility in the Negroes we are dealing 
with a phenomenon of lag. But from 
the nature of the case the mortality of 
the whites cannot long continue to 
fall as it has done in the past, and it 
will fall much more slowly as the nat- 
ural span of life is approached. There 
is no reason to doubt that the Negro 
may continue to make gains in life ex- 
pectancy long after these have prac- 
tically ceased in the whites. What will 
happen in the meantime to the birth 
rates of the two races we can only 
conjecture. There seems to be no 
clearly marked tendency for the pres- 
ent disparity in birth rates to be re- 
duced, nor is there much to indicate 
that it will grow less in the future, at 
least for a considerable time to come. 

If one would estimate the rdéle of 
mortality in the future increase of the 
American Negroes, he would gain lit- 
tle by simply studying the trend of the 
general death rate. What is especially 
desirable to know in such an inquiry 
are the chief causes of Negro death 
and the reasons why these causes take 
so heavy a toll of life. Some of the 
older writers on Negro mortality were 
persuaded that the Negro is a ‘‘con- 
stitutionally inferior” type of human 
being and naturally prone to succumb 
to many diseases to a greater extent 
than his white competitors. In view of 
the many anthropological differences 
between Negroes and whites one 
might expect, a prior, that the races 
would differ in their reactions to 
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many diseases. Different degrees of 
immunity to infections are shown by 
many varieties of animals which are 
more closely related than Negroes and 
whites. A demonstration of such dif- 
ferences in reaction is much more diffi- 
cult in human beings, however, than 
in the lower animals and plants which 
can be subjected to controlled experi- 
mentation. It is not often that Ne- 
groes and whites live under conditions 
that are so nearly alike that it is safe 
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high rank. Under slavery tuberculosis 
was probably less prevalent among 
Negroes than it was soon after the 
Civil War. The demoralization result. 
ing from suddenly throwing over more 
than four million slaves on their own 
resources, combined with the miser- 
able conditions under which so many 
of them were forced to live, led to a 
rapid increase of mortality from tu- 
berculosis and from most other dis- 
eases. Probably the highest Negro 


TABLE I 


Deatu Rates PER 100,000 WuiTE AND CoLoreD PopuLaTION oF BALTIMORE, Mb., 
1876-1920 








Pulmonary Tuberculosis 


Years White Colored 


Years White Colored 





1876-80 299 633 
1881-85 279 667 
1886-90 239 552 
1891-95 199 485 
1896-00 174 440 


1901-05 189 
1906-10 179 
1911-15 148 
129* 
1916-20 150 


Years 


White 


All Forms of Tuberculosis 
Colored Years White Colored 





1901-05 
1906-10 


215 
203 


559 1911-15 173 529 
562 150* 


1916-20 172 487 





* Inclusive of five years average of pulmonary deaths in sanatoria. 


to attribute all of their differences in 
disease incidence to constitutional 
causes, especially since environmental 
factors include such influences as edu- 
cation and previous exposure to in- 
fections, as well as present habits, and 
such direct influences as food, climate, 
housing, and medical care. For this 
reason differences in mortality which 
some ascribe to racial factors are 
claimed by others as due to environ- 
ment, and in most cases there is no 
very conclusive way of deciding the 
issue. 
TUBERCULOSIS 

Among the diseases affecting the 

Negro, tuberculosis has always held a 


mortality from tuberculosis occurred 
sometime in the ’80s. One of the best 
records of the trend of mortality from 
this disease is afforded by the statis- 
tics of Baltimore compiled by Dr. 
Howard. These data, corrected for 
deaths of residents outside the city, 
are shown in Table I. 

The trend of tuberculosis mortality 
in Washington, D.C. is similar to that 
of Baltimore, the highest Negro rate 
occurring in the period 1885-1889. 

Since 1920 the decline of mortality 
from tuberculosis has been decided, 
though relatively less rapid than in 
the whites. In order to obtain abun- 
dant data for a constant area I have 
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calculated the mortality from tuber- 
culosis in the white and colored popu- 
lation of the Registration states of 
1920 from 1920 to 1929, inclusive, 
after making allowances for an under- 
count of 150,000 in 1920, as estimated 
by the Bureau of the Census. The 
trend is shown in Table II. 

Further valuable information is fur- 
nished by the mortality data of the 


period show a tuberculosis rate eight 
times greater than that of the white 
girls.”’ After middle age the difference 
in the tuberculosis death rates of the 
two races is not nearly so great. Ac- 
cording to Dublin, ‘More than five 
years could be added to the life span 
of the colored people if tuberculosis 
were brought under control.” 

It is probable that the same factors 


TABLE II 


Deatus AND Deatu Rates PER 100,000 rrom TUBERCULOSIS OF THE WHITE AND 
CoLoRED PoPULATIONS IN THE REGISTRATION STATES OF 1920 
(1920-1929) 








White 


Number Rate 


Colored 
Number Rate 





18,887 258. 
236. 
228. 
220. 
226. 
225. 
227. 
216. 
214. 
204. 





insured wage earners of the Metro- 
politan Life Insurance Company. In 
1911 the mortality from tuberculosis 
per 100,000 policy holders was 230.8 
for white males, 165.4 for white fe- 
males, 422.2 for colored males, and 
415.0 for colored females. In 1930 the 
rates had fallen to 68.0 for white 
males, 57.1 for white females, 223.8 
for colored males, and 213.0 for col- 
ored females. The marked differences 
between the whites and the colored in 
the relation of mortality from tuber- 
culosis to age is strikingly shown by 
the statistics of the same company. 
In ages 10-14, according to Dublin, 
the “tuberculosis death rate among 
colored boys is eleven times as high 
as it is among white boys of the same 
ages. Colored girls of the same age 


which have reduced the death rate 
from tuberculosis and changed the 
character of the disease in the white 
race are operative also among the Ne- 
groes. The Senegalese troups inducted 
into the French army during the 
World War suffered severely from tu- 
berculosis and not infrequently died 
from this disease in a few months or 
even weeks after exposure. In the col- 
ored troops from the United States 
the disease assumed more of the slow 
chronic character commonly found in 
the whites. Apparently the American 
Negro is gradually becoming immu- 
nized directly or indirectly to this prev- 
alent malady. The extent to which he 
may be permanently handicapped as 
a result of his racial inheritance is a 
difficult problem. His lung capacity is 
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distinctly less than that of the 
whites, as is shown by the measure- 
ments taken during the Civil War and 
the investigations of Smillie and Au- 
gustine and of Roberts and Crabtree 
on large and comparable samples of 
whites and Negroes in the South. How 
far the Negro’s so-called ‘tropical 
lung”’ may predispose him to tubercu- 
losis is uncertain, although it may 
well be a factor. But whatever the 
natural susceptibility of the Negroes 
may be, it is probable that in the fu- 
ture they will suffer relatively much 
less from tuberculosis than they have 
in the past. 


PNEUMONIA 


Another chief cause of Negro mor- 
tality is the acute respiratory infec- 
tions, especially the pneumonias. The 
statistics on mortality from pneu- 
monia are eminently unsatisfactory, 
owing to changing fashions of diagno- 
sis. Since pneumonia is responsible for 
the fatal termination of several other 
infections, such as influenza, measles, 
and whooping cough, the proportion 
of deaths ascribed to the initial dis- 
ease and the final cause of death has 
been subject to much variation. In 
general, the mortality rate for the 
colored population has been over 50 
per cent higher than that of the 
whites. It is a striking fact that the 
disparity of the pneumonia rates of 
the two races is very much greater 
in cities than in rural areas. In general, 
urban life is relatively more fatal to 
Negroes than to whites, but the Ne- 
gro mortality rate from pneumonia is 
increased relatively much more than 
mortality from other causes. 

Mortality from pneumonia, as for 
most other diseases, has gradually de- 


clined, although at a rather slow rate, 
and the decline has been rather less 
rapid in Negroes than in whites. In 
the extensive experience of the Metro- 
politan Life Insurance Company since 
the period 1911-16, while the pneu- 
monia mortality had been falling in the 
white insured wage earners, it had 
actually been rising somewhat in the 
colored wage earners. The U.S. mor- 
tality statistics show a slow decline 
in the pneumonia death rate of the 
colored population during the last few 
years. 

While the Negro has a relatively 
high death rate from all the respira- 
tory infections, he seems to be es- 
pecially prone to succumb to lobar 
pneumonia. Since bronchial pneu- 
monia is more prevalent in earlier 
years, whereas lobar pneumonia is 
especially common in advanced age 
groups, the difference in age com- 
position of the two races would explain 
in part the relation mentioned, but 
it cannot be the sole cause. The 
matter of racial susceptibility is, of 
course, complicated by the fact that 
the unfavorable status of the Negro 
has the effect of enhancing the death 
rate from respiratory infections, 
as from most other diseases. In fact, 
the influence of environment, includ- 
ing under this category the previous 
history of the individual, is much 
greater for respiratory diseases than 
for most other maladies. In order to 
secure data somewhat less influenced 
by extraneous factors than those de- 
rived from the general population, I 
have compiled the statistics on the ad- 
mission rates and death rates from 
respiratory infections in the US. 
Army during the World War. The 
data shown in Table III bring out 
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— some rather striking facts. They in- 
ps. clude only the cases appearing after 
In the recruits had been inducted into 
_— the Army after having passed the 
te. physical tests of fitness for military 
aa service. 
Pi While it cannot be assumed that en- 
had : 
th vironmental factors surrounding the 
‘ white and colored troups were pre- 
: * cisely the same either in Europe or in 
—_ the United States, they are doubtless 
the a F 
f much more nearly alike than in the 
” general population. Nevertheless, dif- 
ferences in the mortality rates of the 
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; two races are even greater than in the 
pe: general population, even in cities. Es- 
bar 
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TABLE III 


PERCENTAGE OF DEaTHS TO CASES RESPIRATORY DISEASES IN THE 
AMERICAN ARmy, 1917-1919 
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a notorious fact that our data on case 
mortality are miserably inadequate, 
and there is relatively little available 
for pneumonia aside from the Army 
data. Dr. F. B. Kelly, who has re- 
ported on 6,500 cases of lobar pneu- 
monia in Cook County Hospital, 
Chicago, states that “From 1917-24 
the case fatality was 39.2 per cent for 
3,749 white males, 34.9 per cent for 
818 white females, 30.6 per cent for 
1,876 colored males, and 31.7 per cent 
for 388 colored females. The case 
fatality for the two races was about 
the same up to the 40th-year-and- 
over group, above which the Negro 





































































is . 

we Influenza Penni Paaeuenis 

wae WwW C WwW C Ww C 

rin Ub; Army: in. U.S... 0.60 ec 3.1 4.0 25.8 23.0 19.8 19.4 
U.S. Army in Europe......... 3.3 3.4 27.1 19.9 26.8 18.8 

: Total U.S. Army............ 3.1 3.8 26.5 22.0 22.2 19.3 

e 

: pecially noteworthy are the remark- had the greater resistance.”’ The hu- 

a able differences in mortality from lo- man material coming into a large 

Ah bar pneumonia, both in the United urban hospital may, of course, be 

. States and in Europe. This high mor- selected somewhat differently in the 

vi tality is due largely to the relatively two races. In the endeavor to se- 

high admission rate of the colored cure additional information on the 

7 troops. When we calculate the ratio of case fatality of pneumonia in relation 

h deaths to cases the rather surprising to race I have written to several phy- 

“ fact appears that after the colored  sicians associated with large hos- 

s soldiers once contracted pneumonia _pitals in the Southern States but with- 

j the chance of recovery was not greatly out obtaining many conclusive data. 

: different from that of the white sol- Dr. J. H. Musser, who has kindly 

; diers. Evidently the different mor- supplied statistics from the Charity 


tality rates of the two races are not 
the result of differences in care re- 
ceived during illness. This factor may 
be of importance in the general popu- 
lation, but it is difficult to secure con- 
clusive information on this point. It is 




















Hospital of New Orleans of much the 
same kind as those of Dr. Kelly, states 
that although Negroes are very apt to 
contract pneumonia, ‘‘we have never 
considered that after the Negro has de- 
veloped pneumonia he is more likely 
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to die than the white man.”’ Dr. J. Rit- 
ter has furnished data from Miami, 
Florida showing a case mortality from 
pneumonia of 52.0 per cent in 202 
whites, and 52.9 per cent among 170 
blacks. 

Ininterpreting thesignificance of the 
mortality and morbidity statistics on 
pneumonia it should be pointed out 
that these present a marked contrast 
to those of tuberculosis. The death 
rates from these two great scourges of 
our colored population are greatly in- 
creased by unfavorable surroundings. 
So far as initial infections with tuber- 
culosis are concerned, several studies 
on the proportion of Negro and white 
children of various age groups have 
shown that most Negroes, as well as 
whites, especially in urban areas, give 
a positive tuberculin reaction. Ne- 
groes are much more apt to develop 
severe cases of tuberculosis later in 
life and their case fatality rate is much 
higher than among the whites. Among 
the Negroes, as well as the whites, the 
great majority become infected with 
tuberculosis, but of those infected a 
larger proportion of Negroes develop 
severe cases. In pneumonia, so far 
as our data indicate—and they are 
not as complete as could be desired— 
a much larger proportion of Negroes 
become infected, but of those infected 
the proportion of cases that prove 
fatal is at least not much higher than 
in the whites. 

One cannot be safe in drawing con- 
clusions in regard to the influence of 
racial heredity in causing these differ- 
ences of reaction without taking into 
consideration the effect of gradually 
acquired immunity built up by over- 
coming minimal infections during 
early life. The Army experience dur- 
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ing the World War showed that city. 
bred recruits, although less husky 
than those from rural areas, were less 
prone to come down with many in- 
fections, such as measles, mumps, ete,, 
than recruits from the country. One 
might surmise, therefore, that Negro 
soldiers drawn largely from the rural 
South, were less protected against 
various infections which often lead to 
pneumonia, if not against the initial 
infection with the latter disease. This 
surmise receives a measure of support 
from the fate of the Senegalese troops 
recruited for the French army. With 
little previous exposure to either 
tuberculosis or pneumonia in their na- 
tive land, these troops suffered se- 
verely from both these maladies and 
large numbers of them died. But after 
their first baptism of fire their mor- 
tality rate from these diseases was not 
particularly high. How Negroes and 
whites would respond to respiratory 
infections if they lived under the same 
environmental conditions and were 
subjected to the same exposure to in- 
fection from early infancy we cannot 
tell. 

Under present conditions there are 
two, and not improbably three, im- 
portant factors involved in the dif- 
ferential mortality of Negroes and 
whites from respiratory diseases: (1) 
external factors, such as food, climate, 
care, etc.; (2) previous immunization 
due to contact with infective germs; 
and (3) racial heredity. Whether the 
third factor is operative or not, dif- 
ferential mortality from tuberculosis 
and acute respiratory infections will 
have much to do with determining the 
vital prospects of the American Ne- 
gro. These diseases are much more 
severe in the North than in the South. 
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They constitute very important fac- 
tors in determining whether or not 
Negroes can thrive permanently in the 
Northern states. As I have pointed 
out in a previous paper, deaths among 
Negroes have exceeded births in the 
Northern states until less than two 
decades ago, and the recent excess of 
births over deaths in the North is due 
to the exceptionally favorable age 
distribution of Northern Negroes. 
The Negro population of the North 
is mainly urban and largely for this 
reason its natural increase is not suf- 
ficient for permanent maintenance. 
But the destructive effect of cities of 
the South is even greater than those 
of the North, and this despite their 
greatly reduced Negro mortality from 
respiratory infections. Should the 
American Negro acquire as much re- 
sistance as the whites to the pneu- 
monias and the maladies of which 
they form the sequelae, urban life, 
both North and South, will not prove 
nearly so severe a handicap to the 
Negro as it has in the past. 


Heart DISEASE 


Negroes are especially prone to dis- 
eases of the circulatory system. Mor- 
tality from heart disease among Ne- 
groes has on the average been running 
about 50 per cent higher than among 
the whites, notwithstanding the fact 
that the higher age composition of the 
whites would favor an increased death 
rate from this cause. A recent sum- 
mary of twenty years’ experience of 
the Metropolitan Life Insurance Com- 
pany with diseases of the circulatory 
system shows that the colored policy 
holders suffer from a much higher 
death rate than the whites from or- 
ganic diseases of the heart and the 
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frequently associated disorders of 
arteriosclerosis, cerebral hemorrhage, 
and chronic nephritis. According to 
Dublin, “it is especially among the 
colored patients that syphilitic heart 
disease is prevalent; in this group it 
accounts for about a third of the 
cases.’”’ Davidson and Thoroughman, 
as a result of their studies, find over 
25 per cent of positive Wassermanns 
in Negro heart cases and conclude that 
“syphilitic heart disease causes the 
greatest amount of disability next to 
the arteriosclerotic group.”’ The ad- 
justed death rates of Negroes from 
nephritis have often been twice as 
great as in whites, and the much 
higher mortality rate is found from 
early childhood to advanced ages. 


VENEREAL DISEASES 


Unquestionably a very important 
influence in the relatively high mor- 
tality of American Negroes is the prev- 
alence of syphilitic infection. Esti- 
mates of the extent to which this dis- 
ease is distributed in the general popu- 
lation, both white and colored, are 
very discordant. The most extensive 
typical random sample of this disease 
is afforded by the soldiers recruited 
for the World War. In this examina- 
tion only the more obvious cases were 
detected, but the data are important 
for the purpose of comparing the 
prevalence of the disease in the two 
races. The admission rates for the 
entire army in the United States and 
in Europe were 12.65 per thousand 
for the whites and 64.99 for the 
colored. Deaths ascribed to syphilis in 
the Army were .02 per thousand for 
the whites and .18 per thousand for 
the colored. The extensive data on 
mortality from syphilis compiled by 
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the Metropolitan Life Insurance Com- 
pany between 1911 and 1920 showed 
the following rates per 100,000 policy 
holders: white males, 16.4; white fe- 
males, 7.1; colored males, 46.1; colored 
females, 25.7. f 

Much information concerning the 
prevalence of syphilis in our colored 
population has been brought to light 
as the result of several surveys carried 
on by the U.S. Public Health Service. 
In an investigation by Carley and 
Winger on 7,228 rural Negroes in Mis- 
sissippi the planters rounded up all 
their Negro employes, and tests were 
applied to all over nine years of age. 
A positive reaction was given by 19.3 
per cent of the males and 18.0 per 
cent of the females, the maximum 
number occurring between the ages 
20 and 29. No clinical cases were in- 
cluded and all the subjects examined 
were apparently well. The results may 
well justify the conclusions of the au- 
thors that ‘from a public health and 
economic point of view syphilis is 
probably the major public health 
problem among the rural Mississippi 
Negroes today.” Several surveys in 
other localities have yielded similar 
results. Doubtless the prevalence of 
syphilis is an important factor in the 
high proportion of abortions and still- 
births in our Negro population and in 
the high rate for early infant mor- 
tality. It is also an important factor 
in the high Negro mortality from 
nephritis, heart disease, cerebral hem- 
orrhage, and various other maladies. 
Directly and indirectly syphilis is a 
powerful influence in checking the 
natural increase of our colored popu- 
lation. 

Another check on Negro fertility is 
gonococcus infection, which is es- 





pecially prevalent and not improbably 
is largely responsible for the rather 
high proportion of childless marriages, 
If by any miracle venereal infections 
could be completely eradicated our 
Negro population would respond by a 
decided reduction of mortality and a 
very marked increase of the birth 
rate. 


ScarRueT Fever, Meas Les, 
DIPHTHERIA 


Although Negroes succumb more 
frequently than whites from most 
causes of death, there are several dis- 
eases to which they are relatively im- 
mune. Scarlet fever has long been 
recognized as relatively uncommon in 
the Negro race. From the earliest data 
down to the present time mortality 
from scarlet fever has been three or 
more times as high in whites as in 
Negroes. The experience of the Metro- 
politan Life Insurance Company 
(1911-16) showed the following rates 
per 100,000 for all persons over one 
year of age: white males, 10.6; white 
females, 8.6; colored males, 2.5; 
colored females, 2.2. The admission 
rate for scarlet fever during the World 
War was nearly nine times as high for 
white as for colored troops, and the 
death rate precisely nine times as 
high. 

The mortality from measles, al- 
though complicated by the fact that 
deaths ascribed to this cause are 80 
frequently due to pneumonia to which 
the Negro is peculiarly susceptible, 
has been rather higher in the whites 
than in the Negroes. Up to 1900 the 
censuses showed a somewhat higher 
mortality rate for this disease in the 
colored population. One cannot be et- 
tirely certain that the Negroes are 
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coming to be more immune to measles, 
although the trend of the statistics 
seems to support this conclusion. Both 
the admission rate and the mortality 
rate for measles in the U.S. Army in 
the World War were about 50 per 
cent higher for white than for colored 
troops. The relatively low death rate 
of Negroes from measles is the more 
significant because the factors of care 
and other environmental factors which 
are so important in this disease would 
tend to cause a relatively high Negro 
death rate. 

A much more decided difference in 
relation to race is shown by diph- 
theria. Year after year, in practically 
every city and state, the death rate 
from diphtheria, with remarkable con- 
sistency, is significantly lower in the 
colored than in the white population. 
The same racial difference was found 
in deaths assigned to the croup of 
former days. The differences occur in 
every age group after the first year up 
to the ages in which the cases become 
too few in number to be statistically 
significant, but in deaths under one 
year of age there is an equally con- 
sistent disparity in favor of the whites. 
Apparently the susceptibility of the 
two races to diphtheria is not due to 
their natural immunity, as revealed 
by the Schick test, for the studies of 
Doull, Fales, Bull, Wright, and others 
have shown that the percentages of 
positive reactions to this test are not 
greatly different in white and colored 
children. In diphtheria, perhaps even 
more than in measles and scarlet 
fever, the advantages of superior 
Status and education are in favor of 
the whites, especially since the chances 
of recovery are so dependent upon 
promptness of treatment with anti- 


toxin in the early stages of this dis- 
ease. 


SKIN INFECTIONS 


The Negro is commonly considered 
to be relatively resistant to infections 
caused by streptococci, a fact which 
probably accounts for his relative im- 
munity to scarlet fever. The racial 
differences in mortality from erysipe- 
las are very striking. The disease is 
peculiarly fatal in early infancy when 
infection often occurs through the um- 
bilicus soon after birth. A comparison 
of the infant mortality statistics un- 
der one year from 1914 to 1923 shows 
that 7,498 white and 284 colored 
children died of this disease. Infant 
deaths from other causes were in the 
ratio of 1 colored to 7.45 whites, but 
those from erysipelas were 1 colored to 
over 30.33 whites. The mortality rate 
becomes reduced in later childhood, 
but it rises rather sharply in the old 
age groups. A very striking contrast 
is presented in the infant death rate 
from tetanus. Like erysipelas, tetanus 
often gains access through the um- 
bilicus in early infancy, and both 
diseases would tend to be more 
readily contracted in the unsanitary 
conditions which so often surround 
the Negro child. Hence the fact that 
tetanus mortality is very much higher 
in Negro than in white infants, 
while the mortality from erysipelas is 
precisely the reverse, is a strong in- 
dication that the Negro has a natural 
immunity to the latter disease. 

For most diseases of the skin the 
comparative immunity of the Negro 
is quite marked. The skin of the 
Negro differs from that of the white 
man not only in its pigmentation but 
also in its dermal and connective 
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tissue elements and sweat glands. The 
peculiar tendency of the Negro skin 
to form keloid ridges and tumors and 
its different response to syphilitic 
infection point to differences in the 
physiological reactions of the skin in 
the two races. The mortality sta- 
tistics of the Metropolitan Life In- 
surance Company show every year a 
consistently lower death rate in the 
colored than in the white races for 
most cutaneous affections. Many skin 
diseases rarely lead to fatal results, 
but most of them attack the whites 
more readily than the Negroes, as is 


TABLE IV 
ADMISSION RATES FOR SKIN DISEASES PER 
1,000 WHITE AND COLORED TROOPS IN 
THE U.S. Army, ApRIL, 1917- 
DECEMBER 31, 1919 








White Colored 





Carbuncle 
Furuncle 
Abscess 
Cellulitis 
Defects of Nails 
Eczema 
Herpes 
Scabies 
Psoriasis 
Impetigo 
Other diseases 





quite clearly shown by the experience 
of the U.S. Army in the World War. 


The admission rates of white and 
colored troops for a number of skin 
affections are shown in Table IV. 

In their reactions to hookworm, a 
not unimportant cause of depleted 
vitality and death in the Southern 
states, especially until recent years, 
the Negroes, as several studies have 
shown, are less heavily infested and 
suffer much less from the infestations 
which they harbor than the whites. 
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CANCER 


If we interpret the statistics at 
their face value we must conclude 
that the Negroes are relatively free 
from cancer, but cancer statistics are 
notoriously deceptive. The age com- 
position of the white population 
favors a higher cancer mortality be- 
cause there are relatively more whites 
in older age groups, in which cancer 
is especially prevalent. It is easy, 
however, to make allowances for this 
circumstance by splitting up the 
population into five-year age groups 
and comparing the mortality rates of 
the two races in each group. I have 
recently made a comparison of cancer 
mortality in the white and colored 
population of a large part of the 
United States. (See Table V.) In 
order to avoid certain sources of 
error while obtaining an abundance 
of statistical data, I chose a constant 
area, the Registration states of 1920, 
and have compared the cancer mor- 
tality of the white and colored popv- 
lation in each group for each year of 
the decade 1920 to 1929, inclusive. 
Mortality rates for the several age 
groups were also calculated for can- 
cers of different organ systems. In 
every year from 1920 to 1929 the 
mortality from cancer was nearly 
twice as high in the white as in the 
colored population. Year by year 
there was a steady and marked in- 
crease in cancer mortality of the 
whites and a somewhat greater, 
though a little less regular, increase 
in the colored population. If we 
break up our populations into five- 
year age groups we find a similar 
trend in every group, both white and 
colored, in which the rates are based 
on a large number of cases. When we 





THE PRINCIPAL CAUSES OF DEATH 299 
which it is between two and three 
times as great as in colored males. 
Cancer mortality in colored females 
greatly exceeds that of white females 


compare the cancer mortality of the 
white and colored within the limits 
of the several age groups, however, 
we find some curious facts. Among 


TABLE V 


Deatus AND Deatu Rares rroM ToTat CANCER PER 100,000, 1920-29 
INCLUSIVE, IN THE REGISTRATION StTatTsEs oF 1920 








Rates 
Colored 


Rates 
Whites 


Number 


Colored 


173 4.76 4.69 
307 4.21 7.45 


Number 


Whites 


1,691 
1,554 


2,509 
3,612 


4,002 
8,191 


7,943 
17,479 


13,529 
29 ,020 


Ages 





20-24 
234 7.19 6.83 
805 10.28 21.71 


387 12.09 13.48 
1,407 25.46 48 .26 


705 23.97 22.60 
2,709 56.47 93 .57 


1 , 237 47 .52 51.37 
3,670 109.48 171.62 


1,681 84.48 71.67 
4,338 174.23 246 .76 


153.88 121.73 
257 .56 317.47 


25-29 


30-34 


35-39 


40-44 


45-49 21,723 


40 , 465 
50-54 33,345 
51,167 


44, 282 
56, 546 


55, 267 
61,459 


59, 582 
60 , 960 


52,898 
52,385 


2,185 
4,126 


262 .77 181.19 
360 . 46 415.40 


399 .93 221.93 
473 .28 451.64 


606 .23 285.78 
642 .88 483 .16 


791.24 351.22 
785 .76 496 .69 


993 .09 377 .54 
957 .44 523 .83 


55-59 2,006 


3,245 


1,919 
2,961 


1,613 
2,192 


1, 237 
1,601 


756 
991 


60-64 


65-69 


M 
F 
M 
F 
M 
F 
M 
F 
M 
F 
M 
F 
M 
F 
M 
F 
M 
F 
M 
F 


70-74 


is 


75-79 38 ,032 


38 , 783 


19,573 
22,285 


7,368 
9,743 


380.64 
550.72 


469 .29 
666 .93 


376 
608 


201 
330 


80-84 1,130.93 


1,105.77 


1,187.86 
1,208.73 


io io 


85-89 


iz 





males up to age 45 cancer mortality 
in the whites is not markedly greater, 
if not a little less, than in the colored. 
After this age cancer mortality in the 
white male becomes increasingly 
higher than in the colored as we ad- 
vance to the older age groups, in 


in the age groups from 20 up to 
about age 60, after which the mor- 
tality of white females becomes in- 
creasingly preponderant up to the 
advanced ages, when it is about 
double the rate for colored females. 
This sex difference in the two races is 
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largely due to cancer of the female 
genital organs, which in colored fe- 
males is more frequent than in white 
females in all age groups from 20 to 
85. Uterine cancer stands out as a 
striking exception to the general rule 
that mortality from all kinds of can- 
cer is higher in the white than in the 
colored population. One reason for 
this may be the greater neglect of 
uterine traumas associated with child- 
birth. The tendency of fibroid growths 
to develop in Negroes, the so-called 
“fibroid diathesis,”’ whatever may 
be its cause, may be an additional 
factor in the high death rate from con- 
ditions diagnosed as cancer of the 
uterus. If we remove the cases of can- 
cer of the breast and female genital 
organs from the total number of cases 
of cancer mortality of both white and 
colored females and calculate the age 
specific mortality rates of the two 
groups, we find that in the older age 
groups the mortality rates for white 
females exceed those for colored fe- 
males, but in the earlier age groups 
the relation is reversed. 

This fact is illustrative of a general 
and peculiar difference in the racial 
trend of cancer mortality with ad- 
vancing age. I have calculated the 
age specific mortality rates from va- 
rious types of cancer in the two races 
and found that whatever type of 
cancer we are dealing with the mor- 
tality rates in the two races are not 
far apart, or are even higher in the 
colored than in the whites in the 
early age groups. But they come to be 
very much higher in whites in ad- 
vanced age groups. Even in cancer 
of the skin, in which the differences in 
advanced ages are enormous, there is 
little difference up to about middle age. 
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One cannot reasonably explain the 
different age trends of cancer mor- 
tality in the two races as due to dif. 
ferences in diagnosis, because there 
seems to be no valid reason for sup- 
posing that diagnosis is much more 
accurate for young Negroes than for 
old ones. The evidence seems to sup- 
port the view that the difference is 
largely a peculiarity of race. 

If one should ask how cancer mor- 
tality affects the struggle for numeri- 
cal supremacy between whites and 
blacks the answer which seems in- 
mediately to suggest itself would 
probably be wrong. Since our sta- 
tistics indicate that the general mor- 
tality rate from cancer is relatively 
high in whites, one would naturally 
infer that its racial incidence would 
favor the vital prospects of the 
colored population. But quite aside 
from the fact that the number of 
deaths ascribed to cancer in the 
colored population is probably too 
small, the deaths occurring in the 
reproductive period of life are rela- 
tively more numerous in the colored 
than in the whites. Over four-fifths 
of the deaths from cancer occur after 
the usual reproductive period is 
passed. From the standpoint of the 
biological struggle for existence it 
matters relatively little what becomes 
of people after they no longer con- 
tribute to the natural increase of their 
kind. Our statistics show that for the 
age periods in which the birth rate is 
relatively high cancer mortality is 
somewhat greater in the colored than 
in the white population. With greater 
accuracy of diagnosis of the true 
causes of death, the preponderance 
of cancer mortality in younger mem- 
bers of the colored population would 
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probably be considerably increased. 
Moreover, a very important factor 
in the situation is the marked preva- 
lence of uterine cancer in colored fe- 
males. This circumstance would nat- 
urally affect the birth rate of the 
colored population more than that of 
the whites. Hence the cancer mor- 
tality that is really effective in the 
long run in its influence on the sur- 
vival rates of the two races is prob- 
ably exercising its most destructive 
effect on the colored, and hence the 
Negro population of the United 
States. 
HoMICcIDE 


To the racially destructive in- 
fluences affecting our Negro popu- 
lation one must add deaths from 
violence, and especially homicide. 
In the Negro the rate for homicide 
has been from five to eight times as 
high as in the white population. In the 


experience of the Metropolitan Life 
Insurance Company (1911-16) the 
homicide rate for Negro males from 
15 to 35 years of age was about ten 
times that of white males; for this age 
period “homicide ranked third as a 
cause of death, being exceeded only 
by the figures for tuberculosis and the 
acute respiratory diseases.’”’ The 
homicide rate in colored females is 
about one-fourth as high as in colored 
males and about four times as high 
as in white females of the same age 
limits. As a factor affecting the death 
rate of the colored population, es- 
pecially in the reproductive period, 
homicide plays a not unimportant 
rdéle, 
INrant MortTatity 


One important cause of the high 
mortality of Negroes is their high 


301 


death rate in infancy, and, to a less 
extent, in early childhood. Infant 
mortality has been greatly reduced 
from the appallingly high rates pre- 
vailing in the ’80s and ’90s and it is 
now not far from the white rate of 
about twenty years ago. The high in- 
fant mortality rate of Negroes is large- 
ly the result of environmental factors, 
although Negro infants are favored 
by a lower death rate from certain 
causes, such as erysipelas, congenital 
malformations, and injuries at birth. 
A reduction of infant and child mor- 
tality contributes largely to the bio- 
logical increase of a people, because in 
a few years it leads to an increase of 
individuals in the reproductive period. 
This is especially true of the Negroes, 
because they are propagated rela- 
tively more than the whites from 
young mothers. The reduction of mor- 
tality rates is more readily ac- 
complished in the younger than in 
the older periods of life, and it is in 
the earlier years that the greatest 
gains have been effected. If the death 
rate of Negroes continues to decline 
we may expect that the mortality of 
young Negroes will be reduced rela- 
tively more than that of young 
whites. 


GENERAL SUMMARY 
AND CONCLUSIONS 


The most effective factors in check- 
ing the natural increase of the Negro 
population are not necessarily the 
diseases which cause the highest 
death rate; they are the diseases 
which kill people before the close of 
the reproductive period. From the 
standpoint of biological survival the 
most formidable enemies of the Negro 
are tuberculosis, the respiratory in- 
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fections, venereal diseases, uterine 
cancer, the intestinal disorders of 
infancy, and puerperal fever. Al- 
though cardiac affections, chronic 
nephritis and cerebral hemorrhage 
claim many Negroes before age 45, 
their devastations are mainly con- 
fined to people who have passed this 
milestone of their career. 

If diseases act as selective agents 
affecting the survival rates of dif- 
ferent races, their fatality must de- 
pend to a certain extent upon in- 
herited racial peculiarities. If a high 
mortality is the direct result of an 
anthropological character, such as a 
relatively small lung capacity, the 
differential death rate thus produced 
will remain a permanent handicap, 
however greatly the mortality from 
this cause may be reduced. It seems 
not unlikely that the Negro suffers 
from some handicaps of this kind; 
but, on the other hand, he is favored 
by some partial immunities which 
will probably constitute a valuable 
permanent asset. That the Negro is 
“constitutionally inferior’ to the 
whites, as was formerly asserted by 
some writers, is a conclusion devoid 
of adequate foundation. With the 
possible exception of his greater 
proneness to tuberculosis and the 
acute respiratory infections, he is, on 
the whole, probably a better animal 
than the white man, But granting 
that the higher mortality of the 


Negro from most diseases is due to 
an unfavorable economic and edy- 
cational status, these diseases are 
nevertheless selective as a result of 
inherited racial peculiarities. In hu. 
man beings natural selection often 
works in devious and indirect ways, 
The relationship between black skin 
or kinky hair and a reduced span of 
life may be very indirect and may in- 
volve the factors of inadequate edu- 
cation and the handicaps of poverty, 
But these and other social factors 
affect the Negro unfavorably because 
he happens to possess the anthro- 
pological features which cause him 
to be recognized and treated as a 
Negro. A disease may act as a se 
lective agent on the basis of color or 
other racial characteristic quite re- 
gardless of the fact that these char- 
acteristics may not have the slightest 
direct influence upon the disease. It 
will so act as long as environmental 
conditions render the disease more 
fatal to one race than to another. The 
operation of natural selection de- 
pends upon differences in genetic con- 
stitution, but the relation of these to 
mortality may be very indirect, and 
may involve the cooperation of in- 
fluences of the social environment. 
Doubtless the American Negroes will 
be subject to the adverse selective 
action of diseases for many years to 
come, although their handicaps from 
this cause may gradually be reduced. 
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CHAPTER V 


THE LEADING CAUSES OF DEATH AMONG NEGROES: 
TUBERCULOSIS 


GEORGE G. ORNSTEIN, 


M.D. 


Associate Clinical Professor of Medicine, New York Post Graduate Medical School, 
Columbia University 


Pulmonary tuberculosis is one of 
the chief causes of death in the Negro 
race. In New York City in 1934 
deaths from all causes in the Negro 
numbered 5,781. Diseases of the heart 
were responsible for 1,095 deaths, and 
tuberculosis of all types a close second 
with 933 deaths. Of the 933 tubercu- 
losis deaths, 897 were due to pulmo- 
nary tuberculosis. Pneumonia was the 
third menace to the Negro with 668 
deaths, and cancer fourth with 387 
deaths. The combined deaths due to 
pulmonary tuberculosis and pneu- 
monia totaled 1,565, and were re- 
sponsible for over 30 per cent of the 
total deaths of the Negro population 
in the City of New York. 

Though the first phase of infection 
varies little from the beginning of tu- 
berculosis in the white race, the sub- 
sequent infections appear to be much 
more acute and severe. The problem 
of tuberculosis among Negroes is most 
interesting, and investigators, divid- 
ing into two groups, have attempted 
to explain the marked incidence and 
behavior of tuberculous infections in 
the Negro race either as a racial char- 
acteristic or on the grounds of the en- 
vironmental and economic conditions 
associated with the life of the Ne- 
gro. 

The high cause of death attributed 
to both environmental and adverse 
economic conditions associated with 
Negro life finds support in the in- 


vestigations of Bushnell.' In studying 
the problem of tuberculosis in the Ne- 


gro, Bushnell refers to the records of 


the health officers of the city of 
Charleston, South Carolina, which ex- 
tend from 1822 to the present. From 
1822 to 1865 the death rate for tuber- 
culosis was high in both races, but the 
Negro death rate was a little lower 
than the death rate among the whites. 
From 1865 on, the differences be- 
tween the races became enormous. 
Following emancipation, the Negroes, 
thrown on their own resources and 
facing probably the worst economic 
and environmental circumstances 
that have befallen any race of people 
in the United States, reacted quite 
differently to tuberculosis than the 
pre-emancipation Negroes. 

About 25 per cent of all tuberculous 
deaths in the United States occur 
among the Negroes (Drolet?). In 1929, 
in the United States Registration 
Area, which covered 96 per cent of 
the entire country’s population, 
22,415 deaths, or 25 per cent of the 
total 88,352 tuberculous deaths, were 
in the Negro population. The Negro 
tuberculosis death rate is about three 
to five times greater than the white. 
Though there has been a decrease in 
the tuberculosis death rate in the Ne- 


1 George E. Bushnell, Epidemiology of Fubereuleste. 
New York: William Wood & Co., 1920. p. 

2 Godias J. Drolet, Epidemiology of ‘ubveroulosis, 
Clinical Tuberculosis. —_ Goldberg, F 
Davis Co., 1935. Vol. I, A-43. 
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gro similar to that of the white, this 
decrease has little significance because 
of the very high incidence and death 
rate compared with the white race. 
As Drolet? points out, a comparison 
of the decrease in tuberculosis death 
rates between white and Negro can 
be made for the original registration 
states during the years 1920 to 1929. 
In this study it was found that there 
was a decline of 34 per cent among 
white males compared to 23 per cent 
among colored males. Among white 
females the decline was 39 per cent 
compared to 28 per cent among col- 
ored females. During 1929 the death 
rate among the white males was 69 
per 100,000 compared to 58 among the 
white females. Among Negro males in 
that same year the death rate was 195 
compared to 192 among Negro fe- 
males. McCain’ centered attention on 
the fact that 74.1 per cent of the total 
Negro population of the United States 
resides in thirteen Southern states. 
This Negro population, though con- 
stituting only 26 per cent of the total 
population of these thirteen states, is 
responsible for 53 per cent of the 
deaths from tuberculosis. Drolet’s 
special study in 1932‘ revealed that in 
42 large communities with a total 
population of 30,000,000 in which 
were included more than 2,500,000 
Negroes, 28 per cent of the entire tu- 
berculosis mortality occurred among 
the latter, their death rate that year 
being 245 per 100,000 population. 
Negroes, whether residing in the 
rural South or the industrial North, 
pay a great toll to tuberculosis. With 
such a high mortality rate a serious 
problem presents itself, not only of 


3P. P. McCain: Tuberculosis among Negroes, 
Amer. Rev. Tuberc., 35: 25 Ja 1937. 
¢ Godias J. Drolet, op. cit., Vol. I, A-44. 


importance to the Negro race but also 
of vital importance to the white race, 
because the preponderance of the Ne- 
gro adults are in the domestic servant 
group. 


RAcIAL SUSCEPTIBILITY AND 
ENVIRONMENTAL FAcToRS 


Because of the prevalence of tuber- 
culosis and the massive exudative re- 
actions of tuberculous infection in the 
Negro, many investigators have con- 
cluded that there is something in the 
constitution of the Negro which 
makes him particularly susceptible to 
tuberculosis. No group of investi- 
gators has been able to point clearly 
to the supposed constitutional varia- 
tions in the Negro which make him 
the victim of tuberculous infection. 
The most emphasis is laid on the 
difference in the clinical and patho- 
logical response to tuberculosis be- 
tween the Negro and the white. At 
the present time, the acute massive 
exudative disease is certainly not en- 
countered as frequently in the white, 
but one has only to go back a few 
decades, and this same massive exu- 
dative destructive tuberculosis could 
be found in the crowded sections of 
the large Eastern cities. Drolet’ states 
“For that matter, it might be said 
that at present the tuberculosis death 
rate of the Negroes in a large city like 
New York is less than that which im- 
portant immigrant groups of whites 
had here only a few years ago. As re- 
cently as 1920, for instance, residents 
of New York born in Ireland suffered 
a death rate of 306 per 100,000.” With 
the correction of environmental con- 
ditions quite a drop in the death rate 


5 Godias J. Drolet, op. cit., Vol. I, A-44. 
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occurred. A similar change is also 
hoped for in the Negro race. 

Racial susceptibility to tuberculosis 
is difficult to accept unless known im- 
munological and tissue changes can 
be demonstrated between the two 
races. Recently Pinner and Casper 
have further stimulated discussion 
concerning racial sensitivity of the 
Negro to tuberculosis. These authors 
report their autopsy findings in Ne- 
groes dying of tuberculosis in Detroit 
and Chicago. Pinner and Casper® were 
impressed by the frequency of hem- 
atogenous dissemination, the marked 
involvement of lymphatic tissues and 
the acute and severe exudative re- 
sponse to the invasion of the tubercle 
bacilli. Though all the above mani- 
festations of tuberculosis may also 
occur in the white race, the frequency 
is not as great. These same authors in 
comparing tuberculosis among the 
whites and Negroes state: ‘‘to produce 
a composite picture of what tubercu- 
losis does in the Negro and in the 
whites, it would have to be said that 
one extreme is presented by strictly 
localized fibrotic lesion, ‘isolated 
phthisis,’ and the other by massive 
exudative lesions and by hematog- 
enous and lymphogenous spread.” ~ 

It is more logical to assume that the 
variance in tuberculosis between the 
Negro and white can only be ex- 
plained on an environmental basis. 
The experience of the clinician and 
pathologist in the large municipal tu- 
berculosis hospitals is quite different 
from that of Pinner and Casper. The 
whites coming from similar environ- 
mental surroundings have similar 
types of tuberculous infection. Un- 

°M. Pinner, and J. A. Caaper, ‘Pathological Peculi- 


arities of Tuberculosis in the American Negro,” Amer. 
Rev. Tuberc., 26: N 1932. 
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fortunately most of the Negroes have 
a uniform environmental situation. 
The chief complaint against their en- 
vironmental background is over- 
crowding. Either in the rural or in- 
dustrial center the same overcrowding 
exists, and one has the general im- 
pression that probably in the rural 
areas the overcrowding and poor hy- 
gienic conditions are worse than in 
the industrial areas. 

There need be no defense of the 
dangers of exogenous tuberculous in- 
fections where overcrowding and eco- 
nomic stress exists, in spite of the re- 
cent reaction against the theory of 
exogenous infection in adult life. Re- 
cently there has been a sharp division 
of opinion concerning the cause of 
“adult,” or “reinfection,’”’ tuberculo- 
sis. A great many investigators are re- 
turning to the early beliefs of Von 
Behring,’ who expounds the theory 
that infection occurs in infancy, but 
that the disease does not necessarily 
develop at once, and indeed as a rule, 
remains dormant until depression of 
the powers of resistance, due to some 
cause such as puberty, parturition, 
lactation, malnutrition, overexertion, 
or one of the acute infectious disord- 
ers, such as measles, kindles the latent 
disease to activity. As Von Behring 
actually states, “then we have the 
beginning of phthisis, but the true 
commencement of the tuberculous in- 
fection dates from long before.” 

Most investigators are willing to 
accept the theory that adult tuber- 
culosis may be endogenous, but are 
still agreed that the predominance of 
adult infection is exogenous. The best 
answer to the question is the search 


a. Von Behring, Deutsch. Med. Wochenschr., 1903, p. 
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for contacts on discovering a new case 
of pulmonary tuberculosis. Our ex- 
perience with the frequency of tuber- 


Table I computed by Drolet is per. 
haps the most conclusive evidence in 
favor of exogenous tuberculosis in the 


culosis infection in the crowded areas 
compared to the more isolated sec- 


adult. In the three cities, New York, 
Chicago, and London, out of 78,142 


TABLE I 


Seconpary Casses or TuBERcuULosis AMona 160,628 ‘‘Contacts’”’* EXAMINED AT 
TUBERCULOSIS CLINICS IN NEw YorK City, Cu1cago, LoNDON 








Plac Adult (Contacts) Children (Contacts) Total 
Y “a Number Cases of Number Cases of |Number Found 
- Exam’d Tuberculosis |Exam’d Tuberculosis |Exam’d Tuberculous 





New YORK 
City: 
1930....] 4,653 450 or 
1931....} 5,315 499 or 
1932....] 5,572 505 or 
1933....| 6,542 485 or 
1934....] 7,224 500 or 
1985. ...| 7,558 646 or 


Total. ./86,864 3,085 or 


93 or 1. 
105 or 1. 
70 orl. 
75 or 1. 
85 or 1. 
112 or 1. 


540 or 1. 


10,364 
10,942 
11,157 
12,616 
13,577 
13,449 


543 or 5.2% 
604 or 5.5% 
575 or 5.2% 
560 or 4.4% 
585 or 4.3% 
758 or 5.6% 





72,105 3,625 or 5.0% 





CHICAGO: 
1027 ...:...4° 2,188 255 or 12. 
1928....| 2,168 223 or 10.6% 32 or 1. 4,919 
1929....] 2,153 220 or 10.2% 32 or 1. 4,510 252 or 5.6% 
1935....] 2,288 213 or 9.3%] 2, 53 or 2.5%| 4,389 266 or 6.1% 


Total..| 8,735 911 or 10.4% 159 or 1. 18,790 1,070 or 5.7% 


42or1. 4,972 297 or 6.0% 


255 or 5.2% 

















LONDON: 
1927. ...| 3,993 
1928....| 3,735 305 or . 
1929....{ 4,133 392 or 9. 4,658 
1930....| 4,154 453 or 10. 4,418 
1931....] 3,998 323 or 8.1%) 4,510 
1932....| 4,244 266 or 6.3%| 4,537 
1933. ...}] 3,960 231 or \ 4,443 
1934....] 4,326 253 or 5. 4,654 


37,190 
.3%|82,486 1,479 or 1.8%|160,628 7,968 or 5.0% 


352 or 3.8% 
4,691 95 or 2.0%| 8,426 400 or 4.7% 
107 or 2.3%} 8,791 499 or 5.7% 
117 or 2.6%| 8,572 570 or 6.6% 
97 or 2.1%), 8,508 420 or 4.9% 
86 or 1. 8,781 352 or 4.0% 
69 or 1. 8,403 300 or 3.6% 
127 or 2.7%] 8,980 380 or 4.2% 


270 or 6. 82 or 1. 9,272 





Total. .}32,543 2,493 or 780 or 2.1%| 69,733 3,273 or 4.7% 














Grand Total|78,142 6,489 or 





* “Contact” refers to “home”’ or family contact with known case of tuberculosis.—Children are generally under 
16 years of age.—‘‘Cases of tuberculosis” refer te diagn: cases of manifest disease only, or those ‘‘clinically tu- 
berculous,”’ excluding therefore the “childhood type,” and in Chicago the ‘‘gland type’’; but in London particularly 
includes quite a number of ‘‘non-pulmonary”’ cases, viz., of bone, Joint or other forms of tuberculosis. Reports in 
New York City are from the Association of Tuberculosis Clinics; in Chicago, from special reports of the Municipal 
Sanitarium for the years noted; in London, from the returns of the Tuberculosis Dispensaries in the Metropolitan 
Boroughs and the cities of London and Westminster. Compiled by G. J. Drolet, statistician, New York Tuberculosis 


and Health Association. 


tions is also sustaining evidence for 
exogenous infection. The fact that the 
adult is more ambulatory than the 
child increases many times the oppor- 
tunity for exogenous reaction. 


contacts examined, 6,489, or 8.3 per 
cent, had manifest evidence of tuber- 
culosis. In New York City and Chi- 
cago the 8.4 per cent and 10.4 per 
cent, respectively, of the contacts 
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were found to have pulmonary tuber- 
culosis. The 7.7 per cent in London 
also included non-pulmonary tuber- 
culosis. 

The importance of environmental 
conditions is best demonstrated in the 
large municipal hospitals. For ex- 
ample, at the Metropolitan Hospital 
where there is a large census of Ne- 
groes, one finds very little difference 
in the character of the pulmonary tu- 
berculosis between the Negro and the 
white. Both racial groups admitted 
to this hospital have about the.same 
environmental background. 

At Sea View Hospital the majority 
of the nurses are colored. Careful 
periodic examination of this group of 
Negroes over a five-year period re- 
vealed 21 cases of pulmonary tuber- 
culosis. The character of the disease 
was markedly different from that oc- 
curring among the Negro patients. 
The lesions were usually minimal, and 
the small nodules of the acinous- 
nodose variety of tuberculosis de- 
scribed by Aschoff,’ or the chronic 
productive form of Ornstein, Ulmar 
and Dittler,? or the small sub-apical 
exudates which rapidly resolve. Even 
those cases which were caseous and 
broke down with cavity formation 
simulated much the “isolated phthi- 
sis” of whites described by Pinner and 
Casper. Here is a large group of adult 
colored females who demonstrate as a 
group no racial susceptibility by re- 
sponse to tuberculous infection. How- 
ever, in this group of nurses as re- 
ported by Ulmar, Ornstein and Ep- 
stein,’® the incidence of tuberculosis 


®L. Aschoff, Lect Pathology. N Y : 
Hoeber, 194° > a tures on Pathology ew York: 
id * George G. Ornstein, David Ulmar, and Edgar L. 
me A Clinical Classification of Pulmonary Tu- 
culosis, Amer. Rev. Tuberc., 23: (No. 3) Mr 1931. 
David Ulmar, George G. Ornstein, and Harry 


H. Epstein, “Pulmonary Tuberculosis as an Occupa- 
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was a little over 2 per cent, and sug- 
gestive of an occupational hazard of 
nursing among tuberculous patients. 
Yet in spite of the advanced disease 
which prevailed among the patients 
cared for by this group of Negro 
nurses, the type of infection which 
they contracted was identical in ap- 
pearance with the disease in the ma- 
jority of whites. Most of the young 
ladies came from hospitals in the 
Southern states, chiefly North Caro- 
lina, Virginia, and Florida, while some 
of them had their training in the local 
municipal hospitals. The group, as a 
whole, was a fine cross-section of the 
Negro race in the East. Here is defi- 
nite proof against racial susceptibility 
to tuberculous infection. This group 
worked among open _ tuberculous 
cases. They knew how to protect 
themselves against these open cases, 
and constantly guarded themselves 
against infection. At the end of the 
day they could retire safely to rest in 
the nurses’ home without exposing 
themselves to massive infection as 
would have been their lot had they re- 
turned to the environment in which 
most of their race are compelled to 
live. It was also interesting to find a 
number of the nurses who had mini- 
mal arrested tuberculosis when apply- 
ing for positions at Sea View. Only 
one of the group had extension of the 
disease, and the remainder are still 
working after five years. 

Inasmuch as the terms “racial sus- 
ceptibility,” ‘‘racial resistance’ are 
vague terms and that up to the pres- 
ent no investigators have been able 
to explain these terms with clarity in 
relation to tuberculous infection in 





tional Disease in a Tuberculosis Hospital,’ Quart. Bull. 
Sea View Hospital, 2: O 1936. 
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the Negro race compared to the white 
race, I believe we should turn to the 
environmental factors which influence 
the propagation of tuberculous infec- 
tion. We know the improvement 
which took place in the slum sections 
of the white race in all large cities, 
and we should be hopeful for similar 
~— when both the economic and 

nvironmental conditions of the Ne- 
gro are changed for the better. 

In the meantime, while waiting for 
the environmental and economic situ- 
ations to be corrected which may take 
a great many years, a campaign 
against tuberculosis, launched by the 
Negro from the editorial columns of 
their newspapers, in their colleges and 
schools, from the pulpits of their 
churches would have a decided effect 
on the spread of the disease. The 
Negro can be told how to be on guard 
against tuberculous infection. 

The common and characteristic pic- 
ture of tuberculosis in the Negro is an 
acute exudative infiltration of the 
lungs. The type of disease is the 
caseous pneumonic form, and necrosis 
and destruction of the lung occurs 
rapidly. The necrotic tissue is rapidly 
expectorated, leaving in its place 
multiple cavities which quickly merge 
into single or multiple large cavities. 
The cavities now act as excellent cul- 
ture flasks for the growth and rapid 
multiplication of the tubercle bacilli 
and the sputum becomes heavily 
laden with tubercle bacilli. The for- 
mation of cavities in the lungs with 
the accompanying rapid growth and 
multiplication of tubercle _ bacilli 
makes these patients a constant 
threat to themselves and also to all 
their contacts. Unfortunately, after 
the patients have expectorated their 
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necrotic lung tissue, with resulting 
cavity formation, they lose their 
toxemia and feel much improved, 
Temperatures frequently subside, 
their appetites pick up, strength re- 
turns, and they frequently believe 
they have overcome the disease, 
Weight is often added very rapidly 
during this period. It is in this stage 
that the Negro is so dangerous to the 
community and spreads infection. 
For a long time, because some 
workers reported that the Negro re- 
sponded very poorly to the collapse 
forms of therapy, the management of 
tuberculosis in the Negro was badly 
neglected. The most important of the 
methods of collapse therapy, because 
of the simplicity of administration, is 
pneumothorax. Air is injected into 
the pleural cavity, and after a suffi- 
cient volume is introduced the lung 
collapses. When the lung reduces in 
size the cavity usually closes and 
finally is obliterated. This method of 
therapy is most important for the 
treatment of tuberculosis as it occurs 
in the Negro. Naturally the first 
workers mistook the poor effect of 
pneumothorax in the Negro when 
compared to the results in whites as 
a racial intolerance to collapse of the 
lungs. They did not sense that in the 
whites they were treating a less ad- 
vanced disease. At the Metropolitan 
Hospital the staff matched the extent 
and character of the tuberculosis as 
it existed in the lungs between the 
whites and the Negroes. The result 
showed about a 1 per cent difference 
either in favor or against either group. 
In the advanced group there was only 
1 per cent difference in favor of the 
white group. In the moderately ad- 
vanced group, the 1 per cent was in 
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favor of the Negroes. The groups, un- 
fortunately, were not large enough 
for definite conclusions; in the ad- 
vanced group fifty Negroes were com- 
pared with fifty whites. The tendency 
had been to compare pneumothorax 
in the Negro to pneumothorax in the 
white, and the poor results which 
should have been attributed to the 
character and advancement of the 
disease have been laid to racial sus- 
ceptibility. 

Only four years ago, during a visit 
to the South, I was informed that 
only rest therapy was being used for 
the Negro inmates of the sanatorium 
I was visiting. The physicians hardly 
credited the story that at the Metro- 
politan and Sea View Hospitals the 
Negroes tolerated both pneumothorax 
and thoracic surgery as well as the 
whites, and if there was any differ- 
ence in the results between the Ne- 
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groes and whites, it was due to the 
extent and character of the disease, 
instead of to any racial difference. 
The sanatorium physicians expressed 
the opinion that the Northern Negro 
perhaps reacted differently than the 
Southern Negro to tuberculous in- 
fection. Today the whole South has 
learned that the Negro can be helped 
by collapse therapy. Their physicians 
are doing pneumothorax where they 
can, but are severely handicapped by 
lack of beds and equipment. 

With the development of this new 
enthusiasm in the South and North 
to eradicate tuberculosis in the Negro 
there is hope that the death rate will 
decrease again, and show the same 
relationship to the death rate in 
whites as seen in the death records in 
Charleston, South Carolina, from 
1822 to 1865. 





CuapTEer VI 


A LEADING CAUSE OF DEATH AMONG NEGROES: SYPHILIS* 


H. H. Hazen, M.D. 
Professor of Dermatology and Syphtlology, School of Medicine, Howard University 


INTRODUCTION 


In the United States there are well 
over half a million new cases of 
syphilis and over one million new 
cases of gonorrhea annually. These 
figures are a challenge to everyone, 
both as to cause and prevention. 

Before the Emancipation the vast 
majority of the Negroes in America 
were slaves, brought to this country 
through no choice of their own. As 
slaves they were valuable property 
so long as they were economically 
productive. But no attention was 
paid to their moral or intellectual de- 
velopment, and the auction block 
frequently separated man and wife. 
After they were freed they were 
economic and political victims of the 
Reconstruction Period. Even the 
Freedmen’s Bureau fell into the 
clutches of the politicians, with in- 
evitable results. The Southern whites 
naturally frowned upon the Negro’s 
material advancement, as_ that 
seemed to them a mere prelude to 
political advancement. The Negroes 
were largely rural dwellers but ere 
long they began a migration to the 
cities of the East and Midwest, as 
well as to the South, until now it is 
only in the Southern states that a 
majority live in country districts. 
At all events many have lived per- 
force under most crowded and 


* Through the courtesy of the publishers some ma- 
terial in this article is copied from an article on, ‘‘Syph- 
ilis in The American Negro,” by H. H. Hazen, which 
Spee in The American Journal of Syphilis, Gonor- 
r and Venereal Diseases, 20: 530-61, 8 1936. 


wretched conditions, with added op- 
portunities for the vendors of “dope” 
and liquor. It is small wonder that the 
venereal diseases and _ tuberculosis 
have become rampant. However, it is 
only just to state that it is the firm 
conviction of the author, as well as of 
Jason! and of Lemann? that a sharp 
distinction should be made between 
the disease rate of the dispensary 
type of Negro, and the Negro pro- 
fessional man, teacher or business- 
man. 
METHODS OF SURVEY 
FOR INCIDENCE 


1. Up to 1928 there had appeared 
in the literature a large number of 
guesses, and personal impressions as 
to the incidence of venereal diseases, 
but more especially of syphilis, in the 
Negro. These are summarized by 
Hazen.* The conservative conclusions 
were that syphilis was from one and 
one-half to three times more fre 
quent among Negroes than among 
whites. However, the figures were 
far from satisfactory, for they were 
based upon a single blood examina- 
tion upon the hospital class of Negroes 
in the South. 

2. The second type of survey is the 
extensive one undertaken by the 
United States Public Health Service, 
and based upon the number of 


1 R. S. Jason, “On the Incidence of Syphilis in the 
Amesiean Negro,” Amer. J. Syph. and Neurol., 19: 313 
(1935). 


27, I, Lemann, ‘‘A Study of Disease in the Negro, 
South Med. J., 27: 33 (1934). r eC 

2H. H. Hazen, Syphilis, (2nd ed.) St. Louis: The ©. 
Vv. Mosby Co., 1928, pp. 22-24. 
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patients actually under treatment on 
a single day. This study embraces 
both syphilis and gonorrhea; it is 
obvious that the frequency of gon- 
orrhea cannot be studied from blood 
examinations. A number of objections 
can be made to such a survey: first, 
much depends upon the good faith 
of those making the reports; second, 
the number of untreated, unrecog- 
nized, or self-treated cases may be 
great, thanks to drug clerks or 
neighbors; third, the facilities for 
treatment, either by private’ physi- 
cians or clinics may be lacking; and 
fourth, the difficulty of computing 
the total number of cases from those 
under treatment is great. (Clark.*) The 
most important of these surveys are 
summarized by Parran and Usilton,° 
Usilton,®:?7 and Parran.® 

3. The third method consists of 
studying the prevalence of syphilis 
in adult Negroes seeking treatment 
for medical or surgical ailments in 
hospital or private practice. The 
prevalence of syphilis in this group 
would be expected to be higher than 
among the general population. The 
diagnosis is dependent upon the 
serologic test alone. The reports are 
from restricted areas, usually in the 
South. Among the results to be con- 
sidered are those of MeNeill,? Keidel 
and Moore,!° Wender," Lynch and 


‘T. Clark, The Control of Syphilis in Southern Rural 
Areas. Chicago: Julius Rosenwald Fund, 1932. 

‘T. J. Parran, and L. J. Usilton, ‘‘Extent of the 
Problem of Gonorrhea and Syphilis in the United 
States, Am. J. Syph., 14: 145 ¢1930). 

‘L. J. Usilton, ‘‘Prevalence of Venereal Disease in 
the United States, Ven. Dis. Inf., 11: 543 (1930). 

? Trend of Syphilis and Gonorrhea in the United 
States,” Ven. Dis. Inf., 16: 147 (1935). (Reprint 51.) 

.T. J. Parran, ‘Syphilis from the Epidemiologist’s 
Point of View,” Am. J. Pub. Health, 22: 141 (1932). 

*H. L. MeNeill, ‘Syphilis in the Southern Negro,” 
J. Amer. Med. A., 67: 1001 (1916). 

10 A. Keidel, and J. E. Moore, ‘‘The Wassermann 
Reaction in the Johns Hopkins Hospital,”’ Bull. Johns 
Hopkins Hosp., 34: 16 (1923). 

4 L. Wender, ‘The Réle of Syphilis in the Insane 
Negro,” New York State J. Med., 104: 1286 (1916). 
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his associates,” Pagaud,“ Cutting, 
Loria, and Pickell,'* Carley and Wen- 
ger, and Day and MeNitt.'* There 
is a wide divergence of results, vary- 
ing from 12 to 74.1 per cent 

4. The fourth type of survey is 
that made upon patients in the ob- 
stetrical service. This is usually con- 
ceded to be the type which most ac- 
curately reflects the percentage of 
syphilis among women. Williams’!’ 
excellent study in Baltimore showed 
that 16.3 per cent of Negro women, 
and 2.48 per cent of white women 
were affected. Studies in other cities 
show from 12 to 30 per cent of syphilis 
in colored women. Again the ac- 
curacy of the surveys depends largely 
upon the accuracy of the serologic 
tests. 

5. In the fifth type of survey, tests 
upon the new born babes do not re- 
veal all cases of syphilis in the 
mothers, for Jeans and Cook!® have 
shown that only about two-thirds of 
the cases are diagnosed by this 
method. 

6. The sixth type of survey is a 
study of the incidence of cases in 
pediatric clinics, and has the same 
limitations as a study of hospital 
cases, with an increased percentage of 
syphilis. An active follow-up of syphi- 


12K. M. Lynch, B. K. McInnes, and G. F. McInnes, 
“Concerning Syphilis in the American Negro,"’ South. 
Med. J., 8: 450 (1915). é 

133M. V. Pagaud, ‘‘Nursing Problems in a Social 
Hygiene ig J. Soc. Hyg., 15: 475 (1929). 

4 R. A. Cutting, F. L. Loria, and F. W. Pickell, 
“Syphilis among Southern Negro Males,"’ Ann. Surg., 
91: 269 (1930). 

1 P, S. Carley and O. C. Wenger, ‘The Prevalence 
of Syphilis Among Apparently Healthy Negroes in 
ary vy id J. Amer. Med. A., 94: 1826 (1930). 

16 A. B. Day and W. MeNitt, ‘The Incidence of 
Syphilis as Manifested by Routine Wassermann 
actions on 2,925 Hospital and Dispensary Medical 

ases,"” T'r, A. Am. Physicians, 34: 345 (1919). 

17 J. W. Williams, ‘‘The Significance of Sy hilis in 

Prenatal Care and in the Causation of Foet: eath,” 
ull. Johns Hopkins Hosp., 30: 141 (1920). 

18 P. C. Jeans, and J. V. Cook, ‘‘A Study of the In- 
cidence of Hereditary Syphilis,” Am. J. Dis. Child., 
22: 402 (1921). 
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litic families will alter the figures ob- 
tained. 

7. The seventh method of survey 
is one sponsored by the Rosenwald 
Fund and the United States Public 
Health Service in cooperation with 
local health departments. In several 
locations all members of an un- 
selected population have been studied 
by serologic methods. All surveys 
were made in the South, and as usual 
the results are divergent, varying 
from 40 per cent in Macon County, 
Ala.,!® to 9.8 per cent in Albemarle 
County, Va.?° 

8. An eighth method has been 
through a study of the United States 
army recruits. This does not show 
the frequency of the disease in wom- 
en. Levin* has reported a syphilitic 
rate of 18.3 per cent for Negroes, and 
10.5 per cent for whites. In 1918 the 
army reported 19 cases per 1,000 for 
white troops, and 130 cases per 1,000 
for colored. Syphilitic admissions for 
the whole period of the war were 12.6 
per 1,000 for whites, and 64.9 per 
1,000 for Negroes.” 

9. The ninth method of survey, 
post-mortem study, has not been 
tried upon unselected individuals in a 
sufficient number of comparable in- 
stances to be of any value, except for 
cardiovascular syphilis. 

It will be noted that practically all 
surveys are open to many objections. 
In addition gonorrhea has been 
studied only on the one-day surveys 
of cases under treatment, and chan- 
9D. G. Gill, ‘ “Syphilis in the yoo | Nearoi Results 
opin AP legs eo 
ae for Syphilis ina Negro Renietien," South. Med. 

» 27: 891 (1934). 


. Levin, 
Ww hite and Colored Troops as Indicated 


“The Incidence of > Among 
an Analytic 
Study of the Wassermann Results in over Ten Thou- 


sand Tests,’ J. Lab. & Clin. Med., 5: 93 (1919). 
2 Defects Found in Drafted Men. United States 
Army Surgeon General's Office, 1920. 
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croid not at all. When the lack of 
sensitivity of many serologic tests 
is taken into consideration it is ob- 
vious that many cases have been 
overlooked. (Hazen.”) Clark admits 
that in the one-day survey of patients 
under treatment there are many un- 
recognized cases; he believes that for 
each syphilitic Negro under treatment 
there are twenty-five who are under 
neither treatment nor observation, 
The same thing is certainly true of 
the whites, especially in rural dis- 
tricts. Certain it is that the various 
surveys have underestimated the per- 
centage of venereal diseases in both 
races, and that if all cases were known 
the figures would be different. 


COMPARATIVE INCIDENCE OF 
VENEREAL DISEASES IN 
NEGROES AND WHITES 


The final figures are based upon a 
total of 29,000,000 persons in various 
parts of the country, studied by the 
United States Public Health Service. 

Table I, from an article of Usil- 
ton’s (See footnote 7) gives valuable 
statistics. Usilton concludes: 


The rate for the total venereal diseases un- 
der treatment for the white population is 
8 as compared with 11 per 1,000 for the 
colored. The rates for gonorrhea are quite 
similar, but there is a great difference in 
the syphilis rates, the white being 4 per 
1,000 while that for the colored is 7.2 per 
1,000. This difference in the colored rate is 
especially emphasized in the colored fe- 
male. The case rate for the colored female 
is 6.4 per 1,000 as compared with a 2.8 rate 
among the white female. This high rate 
of prevalence among the Negro of the South 
has been given even more emphasis in 4 
recent Wassermann survey of a cotton 
plantation in Mississippi, where a routine 

2H, H. Hazen, ‘The Serodiagnosis of Syphilis,” 


J. Amer. Med. A., 108: 785 (1937). Supplement No. e 
U.S. Treas. Dept., Public Health Service, 1936, p. 
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TABLE I* 


PREVALENCE OF SYPHILIS AND GONORRHEA IN 38 COMMUNITIES WHICH 
WERE SURVEYED, BY COLOR OF PaTIENT* 








Number of Cases 


Total cases under 


Rate Per 1,000 
Population 





treatment 
Total 


White 


Jolored Total White Colored 





Syphilis and gonorrhea... 93,028 


63 , 392 


29, 636 9.3 8.5 11.8 





Syphilis 
Gonorrhea 


33,335 
30,057 


4.5 8.4 
4.0 3.4 


5.4 
3.9 


21,081 
8,555 





* See Footnote 7. 


TABLE II 
(After Usilton) 


INCIDENCE OF VENEREAL DISEASES IN 29 COMMUNITIES OF THE UNITED STATES 
SHOWING STAGE OF INFECTION ON ADMISSION AND SEX AND 
Race or PatTirentT* 








Rates Per 1,000 Population 


Males 
White Col- Total 
ored 


Total 
White Col- 
ored 


Females 
White — Total 


ore 





16. 


i: 
18. 


arly 


12.6 
16.5 





34. 


29.0 





18.8 17. 
9. 6. 


11.1 18.0 11. 
4.7 8. 5. 





28.5 24. 


15.8 21.6 16. 





Total Venereal Disease: 
Early or acute 
Late or chronic 


26.9 
14.1 


6 34.8 
8 28.1 


25. 
25. 


18. 
11. 


16.5 1%: 


6.0 22.0 8. 8. 





0” eer .4 62.9 41.0 


14.3 38.5 17.7 25.9 50.6 29.4 





* Oregon (including Portland), Up-state New York, Philadelphia, and LaSalle district, Illinois, are not included 
in this table as data in regard to color of patients are not available. 


Wassermann on 2,500 of the population 
over one year of age revealed 25 per cent 
positives. 


INCIDENCE OF VENEREAL 
Diseases ACCORDING 
TO SEX 


The incidence of both syphilis and 
gonorrhea as affecting the sexes is 
shown in Table II. It is interesting 
to note that Keidel and Moore,'° 


Turner™ and Zimmermann” believe 
that syphilis is more frequent in 
colored women than in men, but all 
of these reports are from Baltimore. 
However, in other parts of the 
country a number of studies would 


‘The Race and Sex Distribution of 


“ T. B. Turner, ‘ — 
ohns 


the Lesions in Syphilis in 10,000 Cases,” Bul 
Hopkins Hosp., 46: 159 (193 0). 

% E. L. Zimmermann, “A Comparative Study of 
y La way by in Whites and in Negroes,” Arch. Dermat. & 
Syph., 4: 75 (1921). 
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seem to indicate the truth of the 
Baltimore findings. 


AcE INCIDENCE OF SYPHILIS 

Miss L. J. Usilton of the United 
States Public Health Service has 
been kind enough to furnish the 
author with a table (Table III) which 
shows the ages at which syphilis is 
acquired. She will soon publish an 
article dealing with the subject. 
Gould* has investigated the subject 
and has reached similar conclusions. 
It would appear that in general 
syphilis is acquired a year or two 
earlier in Negroes than in whites, but 
there is no striking difference. 
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draftees in the World War where the home 
address of an infected individual was de- 
finitely known it was observed that the 
rate for the rural area was as high or higher 
than that for the urban. 

Considering the three diseases in detail 
—syphilis was less common in rural than 
urban districts in the ratio 89 to 100; chan- 
croid had practically the same ratio in the 
two districts; while gonococcus infection 
was commoner in rural than urban dis- 
tricts in the ratio of 109 to 100. The rela- 
tively higher incidence of syphilis in the 
cities than in the rural districts was evi- 
dently due largely to its high incidence in 
the smaller cities, since the four large cities 
studied had much lower rates for this dis- 
ease than even the rural districts. The same 
thing was true of the other two venereal 


diseases. 


TABLE IV 
(Modified from Usilton) 


SHOWING THE INCIDENCE OF SYPHILIS IN CITIES OF VARIOUS SIZE 








Total Syphilis Gonorrhea 
Population White Colored White Colored 
Cities of over 100,000 population.. 5,307,519 5.5 16.9 4.7 5.6 
50,000 to 75,000................ 457,473 7.9 10.6 5.7 4.0 
TURE ONO. aoe sec cicccce scenes 234,061 7.4 23.3 6.8 6.5 





INCIDENCE OF VENEREAL 
DISEASES IN RURAL Vs. 
UrBAN COMMUNITIES 


The incidence rate for urban com- 
munities is shown in Table IV. The 
figures for rural areas are naturally 
less accurate. Usilton states: 


There has been a general impression that 
the rural territory has a lower prevalence 
rate for venereal disease than has the urban. 
This impression is probably largely the 
result of rural patients seeking treatment 
at urban treatment centers....It has 
been found that rural patients represent 
6 per cent of the prevalence rates for ve- 
nereal diseases in the contiguous metropoli- 
tan areas....In the examination of the 





* 8. E. Gould, ‘‘Age Distribution of Syphilis amon 
Indigent Patients,” Amer. J. Syph 4 : 
tee ee Os ee 


INCIDENCE OF CONGENITAL 
SYPHILIS 


When one considers that syphilis 
is more than twice as frequent among 
Negro women as among white women, 
of the ward and dispensary classes; 
that white women have better facili- 
ties for treatment; and that birth 
control is not supposed to be widely 
used by the colored, it would nat- 
urally be expected that the intra- 
uterine death rate, the death rate 
among syphilitic infants, and the 
percentage of cases of congenital 
syphilis among the colored would be 
abnormally high. 

It is a well recognized fact that 
syphilis is very difficult to diagnose in 
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newborn infants.’ The blood serology 
is only too frequently negative, as 
Roby’s and Lembecke’s review’ 
clearly reveals. 

Williams"’ in a classical study of the 
effects of syphilis on childbirth, 
showed that syphilis is the greatest 
cause of fetal death. He found 302 
intrauterine deaths in 4,000 de- 
liveries. In 12.12 per cent of deaths 


in whites, and 45.23 per cent of 


THE JOURNAL OF NEGRO EDUCATION 


syphilitic infants die early. Other 
articles of interest are those of 
Smith,*® Ingraham,?’ Cole and 
others,** Veeder,*? Schamberg and 
Wright,** and McCord.* The reports 
have been founded on such different 
types of study that at the present 
time one can say only that syphilis 
is much more common in Negro 
mothers than in white mothers; and 
since the prenatal treatment of Ne- 


TABLE V* 
INCIDENCE OF CONGENITAL SYPHILIS 





Author 


Location 


Rate per 
1,000 


Number 
Positive 





Gill, D. G.1%t 

Clark, T.‘t 

Carley & Wengert 
Wenger, O. C. 
Crabtree & Bishop 
Maxcy & Brumfield?*t 


Macon Co., Ala. 
Glynn Co., Ga. 
Bolivar Co., Miss. 
Pitt Co., 
Tipton Co., Tenn. 
Albemarle Co., Va. 


95.8 
10.4 
14.4 
18.0 
23.3 
23.1 


N.C. 





* After Clark (See footnote 4). 
t See corresponding footnote. 


deaths in Negroes, syphilis was the 
cause. In the 4,000 women there was 
positive serology in 2.48 per cent of 
the white women and 16.29 per cent 
of the Negro. More or less similar 
figures have been published by other 
authors. 

With regard to the incidence of 
syphilis as a cause of infantile death, 
there is the usual diversity of opinion, 
ranging from 19.5 per cent (Vedeer) 
to 71.3 per cent (Pileur). These 
figures deal chiefly with the white 
race. Jeans,2? who gives a bibliog- 
raphy through 1918, points out that 


at least 30 per cent of congenitally 


27 N. R. Ingraham, Jr., ‘‘The Diagnosis of Infantile 
Gonaenites Syphilis Ke the Period of Doubt,’’ Am. 

. Syph. & Neurol., 19: 547 (1935). 

8 J. Roby and P. A. Lembecke, ‘‘The Meaning and 
a a og gel —_ Wassermann Tests,” 

sf Syph., 17: 473 ( 

F. G, Jeans, ‘ Syphilis and Its — to Infant 

Mortality,” Am. J. Syph., 3: 114 (1919 


groes is not as good as that of whites, 
there must be a large amount of con- 
genital syphilis in the Negro. 

As regards the incidence of con- 
genital syphilis among Negroes, there 
are many figures. In Table V are the 
data Clark gives for the United States 
Public Health and the Rosenwald 
Fund surveys in the South. It would 
seem obvious that certain of these 
surveys did not have the same criteria 


for the diagnosis of congenital syphilis 
as did others. 


20 Frank R. Smith, ‘‘Congenital Syphilis in Chil- 
dren,’’ Am. J. Syph. & Neurol., 19: 532 (1935). 
31H, N. Cole, J. E. Moore, Pi Ai O'Leary, J. H, 
Stokes, U. J. Wile, T. Clark, T. Parran, R. A. Vonder- 
lehr, and L. J. Usilton, ‘ ‘Comparative Clinical Studies 
in the Treatment of Syphilis,” (Syphilis in Pregnancy.) 
Ven. Dis. Inf., 15: 83 (19 1934). 
Veeder, ‘Hereditary Syphilis i in . the Lighhs of 
Recent Clinieal Studies,” Am. J. -» 158 
(1916) 
3 J. F. Schamberg, and C. 8. Wright, “Congenital 
Syphilis,” Ven. Dis. Inf., 10: 421 (1929). 
% J, R. McCord, ‘ ‘Syphilis and oo Am. J. 


Syph., 12: 181 (1928). 
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TABLE VI 
INCIDENCE OF CONGENITAL SYPHILIS 








Per- 


Location centage 


Author 





St. Louis 
Norfolk 


Galveston 


Jeans and Cook'** 
Royster, L. T. 
McNeill, H. L.9* 
Paullin, ‘yu 
Davison, ‘ 
and Wood, R. H. t 
Jason, R. 8. i Washington 
Moore, : Augusta, Ga. 


* See corresponding footnote. 


9.0 
12.5 
19.5 


Atlanta 





Table VI shows the percentage of 
cases of congenital syphilis in Negroes 
as reported by various authors. 

The United States Public Health 
Service believes that there are at least 
25,000 fetal deaths from syphilis an- 
nually, and that the infant mortality 
is 0.52 per thousand. 


REVIEW OF INCIDENCE 
OF SYPHILIS 


The best figures that we have at 
present are that the incidence of 
syphilis in the Negro as compared to 
the white is 7.2 as compared to 4. 
When one reads the fabrications that 
practically the whole Negro race is 
syphilitic it is apparent that some 
writers are suffering from a misap- 
prehension. Both the colored woman 
and child suffer from syphilis at least 
two and one-half times as frequently 
as do the white. 


CARDIOVASCULAR SYPHILIS 


It is generally agreed that lesions 
of the aorta and of the aortic valves 
are much more frequent in the Negro 
than in the white. Among those who 
have written upon the subject are: 


Lillie and Pasternack,* Jaffe®* found 
%*R. D. Lillie, and J. G. Pasternack, ‘ ‘Incidence of 
Syphilitie Aortitis i jin Seamen and Landsmen,” Ven. Dis. 


Inf. ee 39 (19. 
H. “Ueber die Haufigkeit der Aorten- 
lues, hin Jae Us m0: 2081 (1931). 
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an incidence of syphilitic aortitis of 
7.43 per cent in white males and 22.02 
per cent in Negro males. Warr*’ per- 
formed 1,000 autopsies and found 10 
instances of syphilitic aortitis among 
whites and 76 among Negroes. 
Glazer*® reported autopsies upon 
2,344 cases and found that of 89 
patients dying of cardiovascular syph- 
ilis the Negro-white ratio was 4 to 
1. Wyckoff and Lingg,** Wood, Jones, 
and Kimbrough,’® and Stone and 
Vanzant" have shown that syphilitic 
heart disease is from 3 to 5 times as 
frequent in Negroes as in whites. 
Lillie and Pasternack® consider that 
aortic insufficiency is twice as fre- 
quent a complication of aortitis in 
Negroes as in whites. They alone be- 
lieve, however, that aneurysm is no 
more frequent in Negroes than in 
whites. A number of other observers 
have noted the frequency of aortitis 
in the Negro. Among these may be 
mentioned Janeway, Martland,* 
Hazen,“ Kampmeier,* Stokes, Zim- 
mermann,* Sanford,‘7 Garrett and 
Smith,‘ Turner, and Osler,4? who 


370, 8. Warr, ‘‘Syphilis of the Heart and Aorta,” 
South. _ ied. J. 253 711 (1932). 

Glazer, “Cardiovascular Disease,"’ Am. 
Heart «3 706 (1931). 

39 J, Wyekott, and C. Lingg, ‘‘Statistical aoniies 
Bearing on Problems if Classification of Heart 
eases,’’ Am. Heart J., 1: 446 (1926). 

40 J, E. Wood, T. aH Jones, and R. D. Kimbrough, 

“The Lo aed of Heart Disease,” Am. J. Med. Sc., 172: 


185, (1g 

on. “Stone and F. R. Vanzant, ‘“Heart Disease 
Seu ina feasiaen Clinic,” J. Amer. Med. A., 89: 1473 
(1927). 

«aT. Janeway, 
aoe System, 
(1916) 

“ H, Ss. oe Bay 
Am. Heart J 

Hazen, ' 


“The Etiology of Diseases of the 
”” Boston Med. & S. J., 174: 925 


; Byphilie of the Aorta and 
“Treatment of Cardiovascular 


” Am. J. Syph., 16: 289 (1932). 


Heart,” 
4 HT, 


Syphilis, | 

Kampmeier, 
PR. ‘A ine Study of 270 Cases,” 
J,, a 104 (1935). 

J. H. Stokes, J Modern Clinical Syphilology. (ed. 2.) 
Philadel hia: Saunders Co., 

Ss. P. 8 tae he “Statistical Seurye ‘of 71 Cases of 
Thorseie Aneurysm,” Ann. Int. Med., (Ann Arbor) 4: 
1417, ve 1). 

: G. Garrett and L. B. Smith, “The Incidence of 
Syphilis; in 5,000 Negro Ex-service Men,” M. Bull. Vet 
Admin. 8: 38 (1 932). 

2W. Oo. “Modern Medicine,” Philadelphia, 4 
457 (1908, Se and Febiger). 
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reported that in wards for Negro pa- 
tients at the Johns Hopkins Hospital, 
aortitis and aneurysm were relatively 
more common than in the wards for 
white patients. Out of a total of 345 
aneurysms, 213 occurred in white and 
132 in Negro patients, while the pro- 
portion of white and Negro patients 
was as 5 to 1. 

A general review of the situation of 
cardiovascular syphilis indicates that 


in Negroes. Zimmermann® reported 
887 cases of late syphilis with the in- 
cidence of neurosyphilis as given in 
Table VII. Neurosyphilis occurred 
in 45.3 per cent of the white patients 
and in 21 per cent of the Negroes. In 
this report the various types of 
neurosyphilis vary greatly and show 
an abnormally high figure for both 
races. Cerebrospinal syphilis is ap- 
proximately of equal frequency, and 


TABLE VII* 


INCIDENCE OF NEUROSYPHILIS 








White — White — Negro Mines Negro Females 


cent : cent 





5.9 11 4.4 
2.6 4 1.6 
‘ 56 22.5 





* After Zimmermann. 


it is about twice as frequent in the 
Negro as in the white race, with an 
additional relative increase in the 
number of cases of aneurysm and 
aortic insufficiency. The life ex- 
pectancy of the Negro with aortic 
disease is shorter than that of the 
white, probably because of less effi- 
cient treatment. 

The United States Public Health 
Service reports that there are ap- 
proximately 40,000 deaths a year 
from cardiovascular syphilis.®° 


NEUROSYPHILIS 


There are relatively few articles 
dealing with the comparative fre- 
quency of neurosyphilis in the Negro 
and in the white. Baetz®! states that 
out of a total of 500 cases of syphilis, 
there were 182 cases of neurosyphilis 


50 Proceedings of Conference on Venereal Disease 
Control Work, Supplement rg 4 U.S. Treas. Dept., 
Public Health ‘Service, 1936, p 

G. Baetz, “Syphilis i in Ghiored Canal Labor- 
wae ’ New York M. J., 100: 820 (1914). 


basilar meningitis with its cranial 
nerve involvement and cortical men- 
ingitis with its epileptiform attacks 
are about equally frequent in the 
two races. In the Negro race there is 
a greater tendency toward the end- 
arteritic form. Tabes is relatively 
rare in the Negro. Paresis is very 
rare. 

In 1892 Burr® stated that tabes 
was very uncommon in the Negro. 
Hecht® has suggested that tabes is 
more common than has been be- 
lieved but that ataxic symptoms are 
frequently lacking. Lucke* and Ma- 
loney® both believe, as the result of 
statistical studies, that tabes is less 
common in the Negro than in the 

8:C, W. Burr, ‘The Frequency of Locomotor 
Ataxia in Negroes,” J. Nerv. & Ment. Dis., 17: 278 
ar: cht, D’Orsay: ae in the Negro.” Am. J. 
M. Sc., 126: 705 (1903) 

% Baldwin Lucke, ‘ ‘Tabes Dorsalis: A Patholosien} 
ne Clinicai Study of Two ee and Fifty Cases,” 

Nerv. & Ment. Dis., 43: 393 (1916). 


*'ss Wm. J. M. A. Mal oney, Locomotor Ataxia. New 
York: D. Appleton & Company, 1918, p. 147. 
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white. Moore® in 1921 showed defi- 
nitely that in routine consecutive 
spinal punctures in the two races, the 
fluid showed a pathologic condition 
in 15.9 per cent of 377 white pa- 
tients, while in 265 Negroes there 
were changes in only 8.3 per cent. It 
will be recalled that Turner™ has 
shown tabes is approximately 4 
times as common in the white as in 
the colored, that paresis is 4 times as 
frequent in the white male as in the 
colored, and 15 times as frequent in 
the white woman as in the colored. 
The other types of neurosyphilis are 
more frequent in the white than in the 
colored patients. 

A valuable article by Stokes and 
others®? showed that 38.1 per cent of 
white males, 32.6 per cent of white 
females, 23.1 per cent of Negro males, 
and 19.7 per cent of Negro females 
gave laboratory signs of neurosyphilis. 

There are apparently 4,500 deaths 
a year from paresis and 1,100 from 
tabes.5° 


BoNE AND JOINT SYPHILIS 


There is general agreement among 
clinicians that the Negro has a con- 
siderably higher percentage of bone 
and joint disturbances in both early 
and late syphilis than has the white 
man. Baetz*! states that the pain of 
osseous lesions frequently brings Ne- 
groes to the hospital. Zimmermann™ 
agrees with this statement. In this 
author’s series of late cases, bone 
syphilis was proportionately twice as 
frequent in the Negro as in the white. 
According to Turner, osseous syphi- 
lis is about three times as common in 


s J. E. Moore, ‘‘The Cerebrospinal Fluid in Treated 

Syphilis,” J. Amer. Med. A., 76: 769 (1921). 

0 "J. H. Stokes, H. N. Cole, J. E. Moore, P. A. 
Leary, U. Wile, T. Clark, T. Parran, Jr., and L. J. 

Usilton, Cooperative Clinical Studies in the Treat- 

105 (1930 Early Syphilis,’’ Ven. Dis. Inf., 13: 


the Negro as in the white in early 
syphilis. In late syphilis, bone and 
joint lesions are twice as common in 
Negroes as in whites. 


MortTa.ity DUE To 
VENEREAL DISEASES 


There are no reliable figures to 
show how many deaths are due to 
syphilis, either in the white or Negro 
race. The family physician is apt to 
linger long before he writes on a 
death certificate, Cause of Death— 
“Syphilis,” especially if the dead man 
be white. Muhlberg®* states that in 
the mortality record of 51 insurance 
companies no figures are given to 
show how frequently syphilitic heart 
disease is a cause of death among 
policyholders. Holt®® states that in 
Little Rock, Arkansas, mortality sta- 
tistics showed syphilis to be six 
times as frequently a cause of death 
in the Negro as in the white. Dublin, 
of the Metropolitan Life Insurance 
Company, has studied the question 
and finds that syphilis is a very sig- 
nificant factor in the high Negro rate, 
and that it is taking a greater toll 
than it did in the pre-war days. The 
following figures from the same in- 
surance company are most signifi- 
cant.®° (See Table VIII.) 

It would seem certain that syphilis 
must kill at least 100,000 adults in 
the United States each year. 

The intrauterine death rate from 
syphilis is roughly about 33 per cent 
(McCord*). The United States Public 


588 Wm. Muhlberg, ‘‘Medical Resources and Mor- 
tality Trend,”’ Proceedings, Ass'n. Life Ins. Presidents, 
142: (1933). 

59 W. L. Holt, A Comparison of White and Colored 
Death Rates in Little Rock, Ark.; South. Med. J., 19: 
605 (1926). 

60 Trend of the Syphilis Death Rate from 1912 to 1929. 
Statistical Bulletin, Metropolitan Life Ins. Co., N.Y., 
XI, No. 4, 7 7, 1930. 

61 J. R. McCord, ‘‘A Study of Three Hundred Preg- 
nant Women Having Four Plus Wassermann,”’ Amer. 
J. Obst. & Gyn., 9: 850 (1925). 
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Health Service estimates that there 
are 25,000 intrauterine deaths from 
syphilis annually,®° of which nearly 
11,000 are colored. Jeans*® states that 
at least 30 per cent of congenital 
syphilitic infants die early. 
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syphilis of 2.43 per thousand, and 
for gonorrhea of 5.18 per thousand,” 
This rate if applied to the male 
population of the United States on 
the arbitrary value of $4.00 per day 
as earning capacity would result in a 


TABLE VIII* 


CoMBINED DeatuH Rates PER 100,000 ror SypHitis, Locomotor ATAXIA, AND 
GENERAL PARALYSIS OF THE INSANE—AGE DIvIsIon 25 To 64 YEARS— 
BY COLOR AND SEx, 1912 To 1929 











Total 


White Colored 





Industrial 


Department Males 


Females Males Females 
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* Metropolitan Life Insurance Co., Industrial Dept. 


+t 1929 rates based on provisional exposure. 


Economic Losses 


1. Disability: Aneurysm, aortic in- 
sufficiency, neurosyphilis, and in- 
sanity not only disable the worker, 
too often making him a_ public 
charge, but frequently throw his 
family upon some type of relief. All 
of these conditions are chronic, and 
patients suffering from them should 
be hospitalized. Industrial disability 
must be considerable although it has 
never been put into monetary values. 
The best figures upon the subject are 
from the Army and Navy. Parran 
and Usilton state: ‘For each thousand 
enlisted men and officers... there 
is a combined noneffective rate for 


financial loss of $84,000,000 per 
annum. 

2. Industrial Accidents: Neuro- 
syphilis, as has been pointed out by 
Stokes and Bremer,® is the cause of 
many industrial accidents. 

3. Cost of Treatment: Both Morton 
Smith* and Hazen* have estimated 
that several hundred thousand pa- 
tients spend at least one hundred 
dollars per year for the treatment of 
the disease. It is certain that the 
average cost per capita to the syphi- 
litic Negro is less than that to the 
syphilitic white, but in many in- 

2 John Stokes and H. E. Bremer, ‘‘Syphilis in Rail- 


road Employees,” J. Indust. Hyg., 1: 420 (1920). 
6s C. Morton Smith (Personal Communication). 
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stances it represents real hardship. 

4. The cost of hospitals, clinics 
and insane asylums likewise repre- 
sents a large investment. 


SocrtaL IMPLICATIONS 


When it is considered that in gen- 
eral the syphilitic Negro has fewer 
facilities for treatment than has the 
syphilitic white, it is probable that 
accuracy of the various surveys is 
greater for the latter, and that the 
relative percentage of syphilis is a 
bit higher for the Negro than the 
present surveys show. At present it 
would probably be safe to conclude 
that among the poorer classes syphilis 
is twice as frequent in the Negro as in 
the white. This is a far cry from many 
of the spoken and written opinions. 
There are absolutely no records of 
any real value regarding the preva- 
lence of syphilis among the Negro 
teachers, professional men, business 
men, or students. However, from a 
long experience with this class the 
author knows of very few instances. 
From the standpoint of the Negro 
the most serious factor is the increased 
prevalence of syphilis among colored 
women—the potential mothers. This 
partially accounts for the higher pro- 
portion of intrauterine and infant 
deaths, as well as for the much higher 
percentage of congenital syphilis. 

The general course of the disease 
in the Negro has important socio- 
logic aspects. There seems to be no 
doubt that the crippling aortic and 
cardiac manifestations of syphilis are 
nearly four times as frequent in the 
Negro as in the white. Temporary 


321 


disability from bone and joint syphi- 
lis is also much more common. 

As a partial compensation the 
dreaded nervous system complica- 
tions are much rarer. Taking neuro- 
syphilis as a whole it is about twice as 
frequent in the white as in the Negro, 
but both tabes and dementia para- 
lytica are still more rare in the 
colored. It is true, however, that 
syphilis of the cerebral arteries is 
relatively more common in the Negro, 
thus giving rise to various types of 
paralysis. 

It is the conviction of the author 
that the Negro patients are more and 
more realizing that they can put 
their trust in physicians of their own 
race. It is necessary to see that these 
physicians are well trained, both in 
the clinical and public health aspects 
of venereal diseases. Places for their 
proper post-graduate instruction must 
be developed, and means found to 
compensate them for the time that 
they spend in study. It is difficult to 
imagine a wiser use for a Social 
Security project than such a venture. 

More and better hospital and dis- 
pensary facilities must be afforded; 
this includes laboratory as well as 
clinical facilities. The reliability of 
blood tests must be above criticism; 
free drugs must be furnished for the 
poor; the local health officers must 
show interest. Discussion must be 
free. What the people demand shall 
be given unto them! Let them be 
educated in venereal diseases and 
their voices raised. Thus can the 
challenge be met. 
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INFANT AND MATERNAL MORTALITY AMONG NEGROES 


EuizABETH C. Tanpy, Sc.D. 
Senior Statistician, Children’s Bureau, U.S. Department of Labor, Washington, D.C. 


INTRODUCTION 


The mortality of Negro infants and 
mothers has long been recognized as 
extremely high, but the actual situa- 
tion has been somewhat obscure 
because statistics for Negroes cus- 
tomarily are combined with those for 
other non-white races such as Indian, 
Chinese, Japanese. This study pre- 
sents statistics for the Negro as such. 

Information with respect to the 
Negro, as distinct from other races, 
is greatly needed in connection with 
planning and developing community 
programs directed toward reducing 
the mortality among Negro infants 
and mothers. The information is espe- 
cially pertinent at the present time on 
account of the new maternal and 
child-health programs being devel- 
oped under the Social Security Act. 

This chapter presents the available 
statistics with respect to infant and 
maternal mortality among Negroes; 
it reviews the present situation in de- 
tail and indicates the general trend of 
mortality throughout the period of 
record. In connection with this analy- 
sis the underlying factors that affect 
the reliability of the statistics are dis- 
cussed, 

The material presented for Negroes 
includes statistics for the expanding 
birth-registration area, 1915-35, for 
the geographic sections used for sta- 
tistics of Negroes by the United States 
Bureau of the Census, and for the 29 
states with 500 or more Negro live 


births annually.! The geographic sec. 
tions are the Southern states (17 
states, including the District of Co- 
lumbia, which is considered as a state 
throughout this article), the Northern 
states (21), and the Western states 
(11). Of the 29 individual states for 
which detailed material is presented 
17 are Southern, 11 Northern, and 1 
Western. 

Statistics for white infants and 
mothers are presented for the purpose 
of contrasting the mortality experi- 
ence of the Negro and the white races. 
The more favorable situation of the 
white race is not suggested as an op- 
timum expectation for the Negro, but 
rather as an early objective to be 
reached through improvement in en- 
vironmental conditions and through 
health education. There is general ap- 
preciation of the need for improve- 
ment in maternal and child-health 
conditions among all races in the 
United States. Even in the states with 
the lowest infant and maternal mor- 
tality rates (states in which the popu- 
lation is largely white) active effort 
is being directed toward the reduction 
of mortality among mothers and in- 
fants through the provision of ade 
quate prenatal, natal, and postnatal 
care, and through the education of 
mothers in improved methods of in- 
fant care and feeding. 

1 Mortality rates based on 500 or more live births 
have been demonstrated to be sufficiently stable to be 
Sa eae mrny a a 


of Infant Mortality Rates,’ United States 
Health Service Reports, 51: 545-551. My (1) 1936. 
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As Katharine F. Lenroot, Chief of 
the Children’s Bureau, points out 
(Chapter XXII), the research and in- 
formational services of the Children’s 
Bureau have always been inclusive of 
the children of all races, and all phases 
of maternal and child-welfare work in 
the Social Security program include 
services for both Negroes and whites. 
Miss Lenroot has indicated in her 
paper that practically all states with 
large Negro populations are employ- 
ing Negro nurses on state and county 
staffs, although they are not always 
indicated separately in the plans and 
budgets. She has described in detail 
the many types of health-education 
services for Negroes under way in the 
several states. 

The statistics presented in this 
paper are based on the information 
on births and deaths issued by the 
United States Bureau of the Census.” 
The section on stillbirths contains, in 
addition to census figures, a few pre- 
liminary statistics from the special 
study of causes of stillbirths that is 
now being made by the Children’s 
Bureau with the cooperation of the 
Subcommittee on Stillbirths of the 
American Public Health Association. 

The statistics of births and deaths 
issued by the United States Bureau of 
the Census are compiled from tran- 
scripts of the original birth and death 
certificates. These certificates, the raw 
material for all birth and mortality 


* The statistics of births and deaths from 1915 to 
1934 have been compiled from the annual reports en- 
titled “‘Birth, Stillbirth, and Infant Mortality Statis- 
tics,” and ‘‘Mortality Statistics,’’ published by the 
United States Bureau of the Census, and from un- 
Published tables on file in the Vital Statistics Division 
of that Bureau. These unpublished tables have been 
made available Geom the courtesy of the Director 
of the U.S. Bureau of the Census. The statistics for 
1935 are from Vital Statistics Special i 
are being issued by the Bureau of the Census for in- 
dividual States, These state summaries contain much 
formation on Negroes never previously made avail- 

le. 


Reports which 
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statistics, are filed by physicians, mid- 
wives, and others with the local 
registrars of vital statistics, in the 
communities in which the births and 
deaths occur. 

The usual procedure of registration 
includes the filing of a certificate for 
each birth and each death in the local 
community, and the transmittal of a 
copy to the state department in 
charge of vital records. Transcripts 
of the certificates received in the state 
office are transmitted to the United 
States Bureau of the Census for confi- 
dential use in the preparation of the 
statistics which are essential for the 
protection and promotion of national 
health. 

The initial responsibility for regis- 
tration of births and deaths lies with 
the local community. The accuracy 
and completeness of the statistics for 
the country as a whole and for each 
state depend upon the accuracy and 
completeness of registration in each 
community of the state, and in the 
last analysis, upon the degree to which 
physicians, midwives, and parents 
realize the importance of filing vital 
records and appreciate the advantage 
of having births and deaths recorded. 

The Bureau of the Census recently 
estimated® that registration in the 
United States as a whole is about 92 
per cent complete for births and about 
97 per cent complete for deaths. Spe- 
cial studies have shown that the per- 
centage of completeness varies widely 
from state to state and that registra- 
tion is less complete for the Negro 
than for the white. It is widely recog- 


’ Release of Department of Commerce, Bureau of 
the Census, Estimated Population of the United States 
as of July 1, 1935, dated Feb. 12, 1936; 3 pages. 

4 See P. K, Whelpton, “The Completeness of Birth 


Registration in the United States,’’ Journal of the 
nD . ae. , 


American Statist 29: 125-136, Je 1934, 
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nized that birth registration is less urban areas is also sizable, as more 

complete in rural than in urban areas. than 46,000 Negro live births occur 
ee annually in Southern cities. 

: In the Northern states about 43,000 

Where Negro Births Occur Negro live births occur each year. Of 

In the United States, 1 child out of these Negro infants, about nine 

every 8 born alive is a Negro child. tenths are born in cities and one- 

In the Southern states, 1 child out of tenth in rural areas. 

every 4 born alive is Negro; in the In the Western states the number of 

Northern states, 1 out of every 27;in Negro live births is about 1,600 each 

the Western states, 1 out of every 115. year. More than half of the Negro in- 
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Ted PEAVY BLACK LINE SEPARATES THE NORTHERN, ThE SOUTHERN, AND THE WESTERN STATED 


Fig. 1. AVERAGE NuMBER oF NgEGRo Live BirTHS PER YEAR IN 
Eacu State, 1933-35 


More than a quarter of a million fants born in the Western states are 

Negro infants are born each year in born in cities in California. 
the United States. Almost two-thirds In this analysis of the present in- 
of these Negro infants are born in the fant and maternal mortality situation 
rural areas’ in the Southern states, but among Negroes, the statistics pre- 
in every large city in the South and in sented are, in the main, averages for 
many large cities of the North consid- the 3-year period, 1933-35. These are 
erable numbers of Negro births occur _ the years for which the statistics cover 
each year. the entire United States. In a few in- 
In the Southern states about 208,000 stances the averages are for 1933 and 
Negro infants are born each year. 1934, the figures for 1935 not being 
More than three-fourths of the Ne- available. Certain statistics are pre 
groes born in the Southern states are sented for the year 1935 only, figures 
born in rural areas, but the number in for previous years not having been 
tabulated separately for Negroes by 


6 Throughout this study the term “‘rural’’ is used to : 
include areas of less than 10,000 population. The term the United States Bureau of the 
“urban”’ is used to include cities of 10,000 or more 

population. Census. 
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The states with the largest number 
of Negro live births are, of course, in 
the South (Fig. 1). Georgia heads the 
list with an annual average of 25,776 
Negro live births; (See Table I) Mis- 
sissippi, with 25,142, has almost as 
large a number. North Carolina, Ala- 
bama, and South Carolina average 
between 21,000 and 24,000 a year; 
Louisiana has 17,000, Virginia 15,000, 
and Texas 14,000. No Northern state 
has as many as 10,000 Negro births a 
year. In both the North and South 
there are states with between 5,000 
and 10,000 Negro live births each 
year. The Northern states with this 
number are New York, Pennsylvania, 
Illinois, and Ohio; the Southern states 
are Arkansas, Florida, Tennessee, and 
Maryland. The states with as many as 
2,000 but less than 5,000 Negro births 
include the Northern states of New 
Jersey, Missouri, and Michigan, and 
the Southern states of Kentucky, 
West Virginia, and the District of 
Columbia. The states with between 
500 and 2,000 Negro live births in- 
clude Indiana, Kansas, Massachu- 
setts, and Connecticut in the North; 
Oklahoma and Delaware in the South; 
and California in the West. 

In many of the Southern states a 
large proportion of all live births regis- 
tered are Negro. In Mississippi and 
South Carolina more than 50 per cent 
of live births are Negro; in Louisiana 
and Georgia, more than 40 per cent; 
in Alabama, the District of Columbia, 
North Carolina, Florida, and Vir- 
ginia, more than 25 per cent. In the 
8 remaining Southern states less than 
25 per cent of the live births are 
Negro (in 5 states 10 to 24 per cent 
and in 3 states less than 10 per cent). 
Of the Northern states, New Jersey 
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had the highest proportion (7.8 per 
cent); Massachusetts, the lowest (1.5 
per cent) (Fig. 2). 

The Negro births in the Southern 
states were for the most part in rural 
areas. (See Table I.) In Mississippi 
and Arkansas more than nine-tenths 
of the Negro births were in rural 
areas; in South Carolina, West Vir- 
ginia, North Carolina, Alabama, and 
Georgia more than four-fifths; in Vir- 
ginia, Texas, Louisiana, and Florida 
more than two-thirds; and in Okla- 
homa, Kentucky, Delaware, and Ten- 
nessee considerably more than half of 
the Negro births were in rural areas. 
In Maryland, the remaining Southern 
state, only 44 per cent occurred in 
rural areas. The District of Columbia, 
which is grouped with the Southern 
states, is, of course, entirely urban. 

In the Northern states the Negro 
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births generally occurred in cities. In 
every Northern state more than two- 
thirds of the Negro infants are city- 
born. Michigan had the largest pro- 
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births in cities—practically all in Logs 
Angeles. 

Information is not available with 
respect to the numbers of Negro births 


TABLE I 


AveRAGE NuMBER oF Necro Live Birtus ANNUALLY IN RURAL AND URBAN AREAs; 
GEOGRAPHIC SECTIONS AND 29 SratsEs, 1933-35 
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portion (93 per cent) and Missouri, 
the smallest (70 per cent). 

The only Western State (California) 
with as many as 500 Negro live births, 
had more than 80 per cent of its Negro 


in individual cities, but the Negro 
urban population of the North is 
largely concentrated in a few large 
cities and it is obvious that it is in 
these cities that the Negro births 
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mainly occur. In 1930, as shown by 
the census of population, more than 
50 per cent of all the urban Negro 
population of the North resided in 7 
cities (New York, Chicago, Philadel- 
phia, Detroit, St. Louis, Cleveland, 
and Pittsburgh) and these cities, to- 
gether with 6 others (Cincinnati, Indi- 
anapolis, Newark, Kansas City, Mo., 
Columbus, and Boston), included 
two-thirds of the urban Negro popu- 
lation of the Northern states. 

The urban Negro population of the 
South is more widely distributed than 
that of the North. Every large South- 
ern city has a considerable number of 
Negro residents and, therefore, many 
Negro births. Of the urban Negro 
population of the Southern states, 
about half lived in 22 cities, whereas a 
similar proportion of the urban Negro 
population of the Northern states was 
concentrated in 7 cities. 


Attendant at Birth 


Of all the Negro live births in 1935 
more than half (56 per cent) were at- 
tended at delivery by midwives; only 
43 per cent were attended by physi- 
cians (17 per cent in hospitals and 26 
per cent in homes); 1 per cent were 
attended by other persons, such as 
relatives or friends. (Table II.) 

The large proportion of Negro 
births attended by midwives and the 
small proportion occurring in hospi- 
tals are in sharp contrast to corre- 
sponding proportions for white births 
and also for births among other races. 
In the United States as a whole prac- 
tically all (94 per cent) of the white 
infants born alive in 1935 were at- 
tended at birth by physicians (40 per 
cent of the births in hospitals). Among 
other races (Indians, Chinese, Japa- 
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nese, etc.) only 13 per cent of the live 
births were attended by midwives; 75 
per cent were attended by physicians 
(38 per cent in hospitals); and 12 per 
cent by other persons. 


TABLE II 


ATTENDANT AT BIRTH OF WHITE AND 
Necro INFANTS AND INFANTS OF 
OTHER Races; Born ALIVE IN 
THE UNITED States, 1935 





Per cent of Live Born Infants 
Attended at Birth by— 


Physicians 


In Hos-|_ In 
Pitals | Homes 


36.9%} 50.6%] 10.7% 
17.3 26.0 . 
39.6 | 54.0 

38.4 | 36.3 





Mid- 


wives 





Total 





-| 87.5% 
43.2 

93.6 

74.7 

















Other Races 12. 





Whether the birth of a Negro in- 
fant is attended by a physician or a 
midwife and whether or not the birth 
occurs in a hospital apparently de- 
pend, as a rule, upon whether the 
infant is born in the North or the 
South and, if in the South, upon 


whether the birth occurs in an urban 
or in a rural district. In 1935 practi- 
eally all Negro births in Northern 
cities (97.9 per cent) were attended by 
physicians, the majority (61.8 per 
cent) in hospitals. In Southern cities 
physicians attended almost three- 
fourths (73.0 per cent) of the Negro 
births; more than a third (38.5 per 
cent) occurred in hospitals. 

In the rural districts of the South 
it is a different story. In 1935, prac- 
tically no Negro births (0.6 per cent) 
occurred in hospitals; physicians at- 
tended only 20 per cent of all the 
Negro births. Approximately 130,000 
(79.3 per cent) of the Negro births in 
the rural South in 1935 were attended 
by midwives. In the rural areas of the 
Southern states the number of Negro 
live births attended by midwives 
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were generally attended by midwives, 
but many of them were so young that 
they could not be expected to have 
much appreciation of their own need 


were: Mississippi, about 21,000; Ala- 
bama, Georgia, and South Carolina, 
more than 16,000; North Carolina and 
Louisiana, more than 11,000; Virginia, 


TABLE III 


ATTENDANT at BrrtH oF Necro INFANTS BorN ALIVE IN RURAL AND URBAN AREAs; 
GroaRaAPHIC SECTIONS AND 29 Statzs, 1935 
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Negro Infants Born Alive in: 


Rural Areas | 
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Urban Areas 
Per Cent Attended at Birth by: 
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1 Less than one-tenth of 1 per cent. baled 
2 Per cent not shown because the number of Negro live births was less than 50. 


more than 8,000; Texas and Arkansas, 
more than 6,000; and Florida, more 
than 4,000. (Table III.) 


Age of Mother 


The mothers of the Negro infants 
born during the period 1933-35 not 
only as a rule lived in rural areas and 


for adequate care or much education 
with respect to methods of feeding 
and caring for infants. Of the Negro 
mothers for whom age was reported, 
23 per cent were in their “‘teens” (un- 
der 20 years of age) as compared with 
11 per cent of the white mothers. 
These are young ages for childbearing 
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and rearing. Fifty-five per cent of the 

mothers of Negro infants were under 

25 years of age, as compared with 41 
r cent of the mothers of white in- 

fants. (Table IV.) , 
Negro mothers in the Southern 

states were in general younger than 

TABLE IV 


Acs oF Moruer or Negro AnD WHITE 
InFants Born ALIVE IN THE 
Unitep States, 1933-35 











Average Number of Infants 
Born Alive Annually 


Age of , 
Mother Negro White 








Number pon 
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Total 252 ,835 
Age reported | 249,705 
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1,844,446 
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10 to 14 1,678 
15 to 19 56,215 
20 to 24 79,729 
25 to 29 51,650 
30 to 34 31,941 
35 to 39 F 
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45 to 49 941 
50 to 54 34 


SBs82No Ss 


KON’ ONOm ty 
RO PONOEN| O 

Ror 
rowonresno|]S 
wrupaowor!]o 


Age not re- 
ported 3,130 — 

















1 Less than one-tenth of 1 per cent. 


Negro mothers in the Northern states. 
In the Southern states 24 per cent 
were under 20 years of age, as com- 
pared with 21 per cent in the North- 
ern states; 56 per cent in the Southern 
states were under 25 years of age, as 
compared with 51 per cent in the 
Northern states. Although the differ- 
ences in age distribution are not so 
great between Negro mothers in the 
South and the North as between Ne- 
gro and white mothers, they are suffi- 
cient to be statistically significant in 
view of the large numbers of births to 
Negro mothers under 25 years. In- 
fants born to Negro mothers under 25 
years of age numbered approximately 
138,000 annually in the United States 
during the years 1933-35; of these in- 
fants 115,000 were born in the South- 


ern states, 22,000 in the Northern 
states, and about 1,000 in the Western 


states. 
TABLE V 
MORTALITY IN THE First YEAR oF LIFE 
Amona Nearo AND WuiITE INFANTS; 
GEOGRAPHIC SECTIONS AND 


29 Srarps, 1933-35 





Deaths Under 1 
Year per 1,000 
Live Births 


Negro | White 
United States 86.1 53.0 
Southern States (17)..} 86.7 
82.0 
58.1 


Delaware...........| 111.4 
District of Columbia. 


Geographic Section 
and State 














Kentucky 
Louisiana 

M aryland.. 
Mississippi 
North Carolina 
Oklahoma ; 
South Carolina 
Tennessee 


Virginia 
West Virginia 


Northern States (21).. 





WESTERN StTatTEs (11). 





California.......... 











Infant Mortality 


In each year of the period 1933-35, 
about 22,000 live born Negro infants 
died in the United States before com- 
pleting their first year of life. The 
average mortality rate for Negro in- 
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fants in the United States, as well as 
in each of the 29 states with 500 or 
more Negro live births annually, was 
in excess of the rate for white infants. 
The rate for Negro infants in the 
United States was 86.1 per 1,000 live 
births and for white infants 53.0. 


for the same period, 1933-35. (Table 
V.) During this period no state had g 
rate as high as 65 per 1,000 live births 
for white infants. The highest rates 
for white infants were between 60,1 
and 64.3 per 1,000 live births. Seven 
states fell in this group (West Vir- 
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THE MEAT BLACK Cited SEPAAATES THE MORTHERN, THE SAT MERM, AND THE WESTERN STATES 


Fig. 3. Mortatity or Necro Inrants; 29 States wit 500 on More 
Neero Live Birtus per YEAR, 1933-35 


The average Negro infant mortality 
rate for the 3-year period, 1933-35, 
was over 100 per 1,000 live births in 
5 states (Oklahoma, Delaware, Ken- 
tucky, Maryland, and the District of 
Columbia). (Fig. 3 and Table 5.) It 
was between 90 and 99 in 7 states 
(Missouri, Tennessee, South Caro- 
lina, Virginia, North Carolina, Florida, 
and Kansas); between 80 and 89 in 11 
states (Indiana, New York, Louisiana, 
Georgia, Pennsylvania, Massachu- 
setts, Ohio, New Jersey, West Vir- 
ginia, Alabama, and Texas); and less 
than 80 in 6 states (Illinois, Connecti- 
cut, Mississippi, Michigan, California, 
and Arkansas). 

The extreme height of these rates 
for Negro infants is stressed by com- 
parison with rates for white infants 


ginia, Texas, Tennessee, South Caro- 
lina, Georgia, North Carolina, and 
Virginia); 4 states had rates of from 
55.0 to 59.9 for white infants (Ken- 
tucky, Louisiana, Missouri, and Mary- 
land); 9 states from 50.0 to 54.9 
(Alabama, Oklahoma, Delaware, In- 
diana, Florida, Pennsylvania, Missis- 
sippi, Ohio, and Arkansas); and 9 
states less than 50 per 1,000 live births 
(Kansas, New York, Michigan, Mas- 
sachusetts, IJlinois, Connecticut, Cali- 
fornia, New Jersey, and the District 
of Columbia). 

Attention is also called to the high 
infant mortality among the Negroes 
by the excess in the rate for Negro in- 
fants over the rate for white infants in 
the same state (Fig. 4). In the District 
of Columbia, Oklahoma, and Dela- 





TEtEGES 


“il 


INFANT AND MATERNAL MORTALITY 


ware the rates of Negro infants were 
more than 100 per cent in excess of the 
rates for white infants. In New Jersey, 
Maryland, Kansas, Florida, Ken- 
tucky, New York, and Missouri the 
rates for Negro infants exceeded the 
rates for white infants by more than 
75 per cent. In Massachusetts, Indi- 
ana, Ohio, Pennsylvania, Illinois, 


PERCENT 
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NORTHERN STATED (14) « 
te censey 


WESTERN STATE (1) 


Fig. 4. PeRceENTAGE Excess or NEGRO 
Inrant Morrauity Rates OvER 
Wuite Inrant Mortatity 
Rates; 29 Sratss, 

1933-35 


Connecticut, Virginia, North Caro- 
lina, Louisiana, Tennessee, and South 
Carolina the Negro rates were at least 
50 per cent in excess. The only states 
in which Negro rates were less than 
50 per cent in excess of those for white 
infants were Alabama, California, 
Georgia, Mississippi, Michigan, West 
Virginia, Texas, and Arkansas. In all 
these states, except Arkansas, the ex- 
cess of the Negro rates amounted to 
more than 25 per cent. The states with 
the greatest excess were in the South 
but in all the Northern states, except 
Michigan, the infant mortality rates 
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for Negroes exceeded those for white 
infants by from 60 to 90 per cent. 


Urban versus Rural Mortality 


Infant mortality rates for Negroes 
were higher in urban than in rural dis- 


TABLE VI 
MoRrTALITY IN THE First YEAR OF LIFE 
Amona NeGro AND WHITE INFANTS IN 
Rurat AND URBAN AREAS; GEOGRAPHIC 
SECTIONS AND 29 SrarTsEs, 1933-35 
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tricts in the United States as a whole 
and in the Southern states, but in the 
Northern and in the Western states 
the rural rates exceeded the urban. 
(Table VI.) The infant mortality rate 
for Negroes in rural districts of the 
United States during the period 1933- 
35 was 81.0 per 1,000 live births as 
compared with 96.3 in urban areas. 
In the South the rural rate was 80.2; 
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the rate for urban areas was 109.3. In 
the Northern states the rural rate for 
Negroes (100.9) was almost 20 points 
higher than the urban (81.0). In the 
Western states the Negro infant mor- 
tality rate in rural areas was 103.2 as 
compared with 66.9 in urban areas. 

In all the Southern states, except 
Delaware and Maryland, rural rates 
for Negroes were lower than urban 
rates. In 7 Northern states (Illinois, 
Kansas, Massachusetts, Michigan, 
Missouri, New Jersey, and Pennsyl- 
vania) the rural rates were much 
higher than the urban. In 4 Northern 
states (Connecticut, Indiana, New 
York, and Ohio) the urban rates were 
higher than the rural. In California 
the rural rate for Negroes exceeded 
the urban. 

The excess in the rates in urban 
areas for Negro infants, especially in 
the Southern states, emphasizes the 
great need of child-health activities 
for Negroes in Southern cities. It does 
not, however, minimize the impor- 
tance of work in the rural areas. As 
was previously pointed out more than 
three-fourths (161,900) of the Negro 
infants born in the Southern states 
each year were born in the rural areas 
and less than one-fourth (46,600) in 
urban areas. The number of Negro in- 
fant deaths each year in rural areas of 
the Southern states was 13,000 and in 
urban areas 5,100. These figures on 
births and deaths in rural and urban 
areas of the Southern states must be 
taken into consideration in thedeterm- 
ination of the greatest opportunity for 
service for Negro mothers and babies. 

Among white infants in the United 
States as a whole, in the Northern 
states, and in the Western states, the 
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mortality in the first year of life jn 
rural areas exceeded that in urban. Ip 
the Southern states mortality in rural 
areas was lower than in urban. The 
differences in the rates in urban and 
rural areas in the United States as g 
whole and in the Northern states are 
small, but they add emphasis to the 
importance of the rural problem. The 
states in which rural rates for white 
infants exceeded urban rates are: 
Delaware, Connecticut, Illinois, Mis- 
souri, New Jersey, New York, Penn- 
sylvania, and California. 

The difference in the urban and 
rural rates in each state is less for 
white infants than for Negro. In con- 
nection with the greater mortality of 
white infants in rural areas than in 
urban in the United States as a whole, 
it is important to note that more than 
half (53 per cent) of the white infants 
born alive each year are born in rural 
areas, and that child-health activities 
have been long established in most 
cities, whereas such activities have 
only recently been initiated on a large 
scale in rural areas. 


Cause of Death 


As shown by death certificates na- 
tal and prenatal causes were responsi- 
ble for more deaths of Negro infants 
in 1933 and 1934 than any other 
cause. The deaths from these causes 
occurred largely in the first month of 
life. (Table VII.) These causes, which 
include premature birth, congenital 
debility, injury at birth, congenital 
malformations, and syphilis, were re 
sponsible for the deaths of 35 out of 
every 1,000 Negro infants born alive. 
Respiratory diseases stood next in im- 
portance and caused the deaths of 16 
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Negro infants out of every 1,000 born 
alive; gastrointestinal diseases stood 
third, with 9 deaths for every 1,000 live 


TABLE VII 


MorTALITY FROM SPECIFIED CAUSES IN 
tHE First YEAR OF LiFE AMONG 
NeGro AND WHITE INFANTS; 
UnITED StatTEs, 1933-34 





Deaths Under 
1 Year Per 
1,000 Live 

Births 


White 
53.7 


30.2 
15. 


Cause of Death 





Negro 





All causes 


Natal and Prenatal Causes. . 
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Other Diseases of Early 
Infancy 
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Respiratory Diseases 





Bronchitis and Broncho- 
pneumonia 
Influenza and Pneumonia 


Gastrointestinal Diseases... . 





Diarrhea and Enteritis. . 
Dysentery 
Diseases of the Stomach. 
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* Less than one-tenth per 1,000 live births. 


births; epidemic and other communi- 
cable diseases, especially whooping 
cough and measles, were fourth, with 
5 deaths for every 1,000 live births. 
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The mortality rates from these 
types of causes, which are medical and 
biological entities, understate for Ne- 
gro infants the actual death toll for 
which they are responsible; for 17 per 
cent of all Negro infant deaths in 
1933-34 the cause of death was either 
omitted entirely from the death cer- 
tificate or stated in such indefinite 
terms that it was not classifiable. The 
corresponding proportion for white in- 
fants was only 4 per cent. 

The mortality rate for Negro in- 
fants was greatly in excess of the cor- 
responding rate for white infants. The 
rate for Negro infants from natal and 
prenatal causes exceeded the rate for 
white infants by 16 per cent; from 
respiratory diseases and from epi- 
demic and other communicable dis- 
eases by 90 per cent; and from 
gastrointestinal diseases by almost 70 
per cent. 


Age at Death 


More than half of the Negro infants 
who die in the first year of life die in 
the first month. Of the 22,214 Negro 
infants who died in the first year of 
life, each year of the 2-year period 
1933-34, 11,546 died in the first 
month of life and 10,668 in the sec- 
ond to the twelfth month. The mor- 
tality in the first day and the first 
week is especially high. In each of the 
months after the first month the num- 
ber of infants dying is smaller than 
in the month preceding. Whereas 52 
per cent of all infants who died under 
1 year of age in 1933-34 died in the 
first month of life, the proportion in 
the second month was 9 per cent, and 
in each succeeding month it was even 
less. (Table VIII.) 
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Neonatal Mortality 


The mortality rate of Negro infants 
who died in the first month of life 
(generally cailed the neonatal period) 
during 1933-34 was 45.9 per 1,000 live 
births, as compared with 32.2 for 
white infants. Natal and prenatal con- 
ditions were largely responsible for 


TABLE VIII 


AvERAGE NuMBER oF Nearo INFANTS 
Wuo Diep 1n Eacu Monta OF THE 
First Year oF Lire; UNITED 
States, 1933-34 








Deaths of Negro 
Infants 


Per Cent 
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® Of these infants, 4,322 died in the first day of life 
and 8,349 in the first week. 


this mortality; the neonatal rate 
among Negro infants from causes of 
this type was 30.0 per 1,000 live 
births. Next in numerical importance 
stood respiratory diseases (2.4 per 
1,000 live births). The deaths of 
young infants due to respiratory con- 
ditions are recognized as closely re- 
lated to natal and prenatal causes and 
as seldom due to infections of the 
respiratory tract contracted postna- 
tally. 
Mortality in the Second to the 
Twelfth Month of Life 


Of the more than 240,000 Negro in- 
fants who were born alive and sur- 


vived the first month of life each year 
of the period 1933-34, about 10,700 
died before completing their first year 
(i.e., in the second to the twelfth 
month)—a mortality rate of 44.4 per 
1,000 infants surviving the first 
month. The corresponding rate for 
white infants is 22.2 per 1,000 sur- 
vivors. 

Respiratory diseases, with a rate of 
14.2, were responsible for the deaths of 
more Negro infants than any other 
group of causes. Gastrointestinal dis- 
eases stood second (8.7), natal and 
prenatal conditions, third (5.4), and 
epidemic and other communicable dis- 
eases, fourth (5.0). Had the cause of 
death for Negro infants been more 
completely entered on the death cer- 
tificates the rates for all these types of 
causes would have been higher. Among 
Negro infants dying in this period of 
life 5.3 deaths per 1,000 survivors 
were classified as due to unknown or 
ill-defined diseases. 


Stillbirths 


In considering the total loss of life 
due to natal and prenatal conditions 
it is imperative to include considera- 
tion of fetal mortality, or stillbirths— 
7.e., infants that present no evidence 
of life at birth. More than 18,000 Ne- 
gro stillbirths are registered annually 
in the United States. The stillbirth 
rate per 1,000 live births was 72 for 
Negroes during the period 1933-35, as 
compared with 32 for the white. For 
both races these rates greatly under- 
state the actual fetal loss. 

The stillbirth rates among Negroes 
in the individual States are of little 
rea! value. The registration of still- 
births is recognized to be grossly in- 
complete in practically all sections of 
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the country.® It is generally conceded 
that the incompleteness of registra- 
tion of stillbirths is greater among Ne- 
groes than among white. There is a 
glaring lack of uniformity in the mini- 
mum period of gestation for which 
registration of stillbirths is required in 
the states. Variation also exists in the 
evidence of life used to distinguish be- 
tween live births and stillbirths.’ 

The study of stillbirths® that is be- 
ing made by the Children’s Bureau 
with the cooperation of the Subcom- 
mittee on Stillbirths of the American 
Public Health Association will supply 
much needed information regarding 
the fetal and maternal conditions as- 
sociated with stillbirths among Ne- 
groes. This study is under way in 216 
hospitals, located in 49 cities, in 26 
states and the District of Columbia. 
The cities are widely scattered, being 
located in every geographic section of 
the United States. Forty-five of the 49 
cities had 100,000 or more population 
in 1930.° 


*See report of the Subcommittee on Stillbirths of 
the Committee on Accuracy of Certified Causes of 
Death. Stillbirths, American Public Health Association 
Year Book, 1935-36, pp. 224-249. 

7E. C. Tandy, Comparability of Maternal Mortality 
Rates in the United States and Certain Foreign Countries. 
Children’s Bureau Pub. 229, P 17, tuviote for sum- 
mary of replies from State officials giving information 
regarding the distinction between live and stillbirths. 

§ For a full description of the plan and purpose of 
the study and a preliminary analysis of the findings 

on the first 1,000 schedules received, see E. C. 

, ‘A Statistical Study of Stillbirths in Hospitals 

reliminary Report,’’ American Journal of Public 
Health, 27: 161-166, F 1937. The study is being made 
by the present writer in cooperation with Ethel C. Dun- 
ham, M.D., Director, Division of Research in Child 
Development, U.S. Children’s Bureau. 

* The purposes of the study of stillbirths in hospitals 
as stated in the general plan thereof are: 

(1). To obtain statistical information regarding fetal 

and maternal conditions associated with fetal mor- 

tality in hospitals. 

(2) To make possible the development of a classifi- 

cation of causes of stillbirth (fetal and maternal). 

(3) To further the development of a special certifi- 

cate for registration of stillbirths which will serve 

. . base for comparable statistics for the various 

states. 

The plan of the study was to obtain from a group of 
hospitals with large obstetric services individual 
schedules for all stillbirths of 20 weeks or more gesta- 
tion delivered in the hospitals during the period of the 


study. 

The definition of a stillborn child is that incor- 
porated in the Rules of Statistical Practice of the 
American Public Health Association: 
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It is expected that the total number 
of schedules will be about 6,000. It ap- 
pears from the first 4,500 received 
that the 6,000 schedules will include 
about 1,000 schedules of Negro still- 
births. The first 2,000 schedules of 
stillbirths received from hospitals in- 
clude 346 Negro stillbirths, 1,636 
white stillbirths, 17 stillbirths of other 
races, and 1 stillbirth for which race 
was not reported. A few of the perti- 
nent findings from the preliminary 
analysis of these 2,000 schedules with 
particular reference to the findings 
from the 346 schedules for Negro 
stillbirths follow. All of these findings, 
and especially those with respect to 
Negroes, are preliminary. 

The racial distribution of these first 
2,000 stillbirths is similar to that for 
all the stillbirths registered in urban 
areas of the United States in 1934. Of 
the first 2,000 stillbirths, 17 per cent 
were to Negro mothers, 82 per cent to 
white mothers, and 1 per cent to 
mothers of other races (Chinese, Japa- 
nese, and Puerto Rican). The corre- 
sponding percentages for all the still- 
births registered in the urban areas of 
the United States during 1934 were 
18, 80, and 2, respectively. 

Of the 346 Negro stillbirths in- 
cluded in the first 2,000 stillbirths, 33 
per cent were to primiparae, as com- 
pared with 30 per cent of the total 
Negro stillbirths registered in the 
United States in 1934; 67 per cent to 
multiparae, as compared with 68 per 
cent of the total (for 2 per cent of the 





A stillborn child ig one which shows no evidence 
of life after complete birth (no breathing, no action 
of heart, no movement of voluntary muscle). Birth 

- is considered complete when the child is altogether 
(head, trunk, and limbs) outside the body of the 
mother even if the cord is uncut and the placenta 
still attached. (See Rules of Statistical Practice 
adopted by the American Public Health Association 
—Rule No. 18 (18, 1908) and Rule No. 19 (19, 1908 
as amended in 1913).) 
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registered stillbirths parity of the 
mother was not reported). Of these 
346 Negro stillbirths, 22 per cent were 
to mothers under 20 years of age and 
46 per cent to mothers 20 to 29 years, 
as compared with 23 per cent and 50 
per cent, respectively, of the total Ne- 
gro stillbirths registered in the United 
States in 1934 for which age of mother 
was reported. From this comparison it 
appears that these 346 Negro still- 
births are a fairly typical sample of 
the stillbirths registered in the United 
States. The similarity of the propor- 
tions is surprising in view of the small 
number of Negro stillbirths included 
in the first 2,000 schedules. 

From the comparison of the per- 
centages for the 346 Negro stillbirths 
with those for the 1,636 white still- 
births included in the first 2,000 
schedules, it appears that: 

(1) About the same proportion of 

the Negro stillbirths (20 per cent) 

were previable (20 to 27 weeks of 
gestation) as of the white (18 per 
cent), but a much larger proportion 
of the Negro (60 per cent) were de- 
livered prior to term (before the 
thirty-sixth week of gestation) than 
of the white (46 per cent), and that 

2 per cent of the Negro stillbirths 

and 6 per cent of the white still- 

births were post-term deliveries 

(z.e., in the forty-first week of ges- 

tation or later). 

(2) A larger proportion of the Ne- 

gro stillbirths (64 per cent) than of 

the white (54 per cent) were dead 
before the onset of labor. 

(3) A larger proportion of the Ne- 

gro (71 per cent) than of the white 

(59 per cent) were spontaneous de- 

liveries and, correspondingly, a 

smaller proportion of the Negro 


(29 per cent) than of the white (41 
per cent) were operative deliveries, 
In approximately three-fourths of 
the operative deliveries of both Ne- 
gro and white, the fetus was dead 
prior to the operation. 

From the preliminary analysis of 
maternal conditions underlying these 
346 Negro and 1,636 white stillbirths, 
it appears that about 30 per cent of 
the Negro and 11 per cent of the white 
stillbirths were associated with non- 
puerperal conditions in the mother. Of 
these the most important was syphilis 
which was reported for 25 per cent of 
the Negro stillbirths as compared to2 
per cent of the white. Puerperal condi- 
tions were responsible for 43 per cent 
of the Negro stillbirths and 61 per 
cent of the white. The percentage of 
cases associated with hemorrhage (an- 
tepartum and intrapartum hemor- 
rhage, placenta previa, and premature 
separation of placenta) was very simi- 
lar for the two races (17 per cent for 
the Negro and 19 per cent for the 
white). Toxemias of pregnancy were 
reported somewhat less frequently for 
the Negro (13 per cent) than for the 
white (17 per cent). A striking differ- 
ence between the races appears in the 
proportions of fetal deaths associated 
with abnormalities of labor and de- 
livery; these were responsible for 10 
per cent of the Negro stillbirths as 
compared with 19 per cent of the 
white. No maternal condition of causal 
significance was reported for 25 per 
cent of the Negro stillbirths and 28 
per cent of the white. 

Although these findings are prelimi- 
nary and based on relatively few 
cases, it appears that some of the 
racial differences are sufficiently great 
to be of real significance. The differ- 
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ences in the frequency of delivery 
prior to term and of fetal death before 
onset of labor (both were markedly 
greater for Negro than for white) were 
sufficiently outstanding to indicate 
that a larger number of cases will 
afford similar evidence. The greater 
frequency of syphilis among Negroes 
is in line with the general experience 
of obstetric practice. So, too, is the 
greater frequency of abnormalities of 
labor among the white. 


Maternal Mortality 


The maternal mortality of Negro 
women is a matter for serious con- 
cern. During the period 1933-35 ap- 
proximately 2,400 Negro women died 
each year from conditions directly due 
to pregnancy and childbirth—a mor- 
tality rate of 96.1 per 10,000 live 
births. One Negro woman out of every 
12 who died in the reproductive pe- 
riod of life (15 to 44 years) during 
1933 and 1934 died from a puerperal 
cause. Diseases of pregnancy and 
childbirth were responsible for the 
deaths of more Negro women of these 
ages than any other disease except 
tuberculosis. 

The most frequent cause of ma- 
ternal mortality among Negro women 
was puerperal sepsis. During the pe- 
riod 1933-35 sepsis was responsible 
for 39 per cent of the deaths assigned 
to puerperal causes. Next in order of 
importance were the toxemias of 
pregnancy, which accounted for 29 
per cent. These two types of causes, 
which accounted for 68 per cent of the 
maternal deaths among Negro moth- 
ers, are recognized as largely prevent- 
able. The other 32 per cent of the 
puerperal deaths were mainly due to 
accidents of pregnancy, puerperal 
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hemorrhages, and accidents of labor. 

The number of deaths assigned to 
the puerperal state, great as it is, does 
little more than suggest the total loss 
associated with pregnancy and child- 
birth. The resistance of many mothers 
with diseases of the heart, tuberculo- 
sis, chronic nephritis, or other long- 
standing conditions is lowered by 
pregnancy and childbirth and their 
deaths are, in many instances, as- 
signed not to puerperal disease but to 
the disease which preceded their preg- 
nancy. Also, many of the mothers who 
survive childbirth do so with a low- 
ered health status. This morbidity 
must be mentioned as a definite loss, 
for the impaired health of the mother 
results in lowered efficiency and mark- 
edly affects the welfare of the family 
and especially the health and welfare 
of the newborn child. The Negro 
mother, even more commonly than 
the white mother, serves as nurse, 
cook, and housekeeper and also as an 
important contributor to the family 
income. The health and welfare of the 
child are recognized as wrapped in the 
health and well-being of the mother. 
This is . ven more true for the Negro 
child than for the white child. 

The maternal mortality rate 
among Negroes (96.1 per 10,000 live 
births) during the period 1933-35 was 
greatly in excess of that for white 
mothers (54.6) (Table [X). The mor- 
tality rate from sepsis was 37.2 among 
Negroes as compared with 21.8 among 
the white; from toxemia, 27.5 among 
Negroes as compared with 11.8 among 
the white. The mortality rates from 
accidents of pregnancy (8.7), puer- 
peral hemorrhage (8.2), and other 
accidents of childbirth (12.4) among 
Negro mothers were considerably in 
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excess of the rates among white moth- 
ers from the corresponding causes 
—(5.0, 6.1, and 7.0, respectively). 


TABLE IX 


MatTerNAL MortTALITy FROM SPECIFIED 
Causes AMONG NEGRO AND WHITE 
Moruers; UNITED STATES, 
1933-35 








Deaths Per 

10,000 Live 
Births 

White 


54.6 


Cause of Death 





Negro 





All Puerperal Causes 96.1 





Puerperal Sepsis 37.2 | 21.8 





Abortion With Septic 
Conditions 12. 
Other Puerperal Sepsis. .| 24.: 


All Other Puerperal Causes. . 





Toxemias of Pregnancy.. 

Accidents of Pregnancy.. 

Puerperal Hemorrhage... 

Puerperal Phlegmasia, 
Alba Dolens, Embolus, 
Sudden Death 

Other Accidents of Child- 
birth 12. 

Other Puerperal Causes..| 0. 











Maternal Mortality at 
Specified Ages 

The maternal mortality rates for 
Negro mothers exceeded those for 
white mothers at every age (Table X). 
Figures for the period 1933-34 show 
that the rates for both Negro and 
white mothers were high in the age 
period 10 to 14 years (148.7 per 10,000 
live births for Negro mothers and 
103.4 for white mothers). These are 
early ages for childbearing but in this 
2-year period, 1933-34, 3,227 Negro 
mothers and 2,225 white mothers, 10 
to 14 years of age, gave birth to live- 
born children. Rates for both Negro 
and white mothers were lowest in the 
age period 20 to 24 years (68.9 per 
10,000 live births for Negroes as com- 
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pared with 38.4 for white), but here, 
as well as at all other ages, the rate for 
Negro mothers was in excess of that 
for white mothers. After the age of 34 
for Negro mothers and after 39 for 
white mothers the maternal mortality 
rates were in excess of those for moth- 
ers of their own race 10 to 14 years of 
age. The maximum for each race ap- 
peared at 45 years and over (229.6 
for Negro mothers and 153.0 for white 
mothers). At these ages 1,960 Negro 
mothers and 12,611 white mothers 
gave birth to live-born infants during 
1933 and 1934. 

Maternal mortality rates for Negro 
mothers by states are available only 
for the year 1935. Rates for a single 


TABLE X 


MATERNAL MortTatity AMONG NEGRO AND 
Wuite Moruers or SPECIFIED AGES; 
UNITED StTaTEs, 1933-34 








p Deaths ‘ 
regnancy 
Childbirth) Per 
10,000 Live Births 


White 
55.4 


Age of Mother 











45 and over 
Age not reported 


CIP ORE OOK 


20.4 











year are not so reliable an index of the 
present maternal mortality situation 
among Negroes as rates based on a 
3-year period. They are, however, of 
considerable interest and suggest the 
extent of mortality due to puerperal 
causes (Table XI). In the Southern 
states the rate was 95.3 per 10,000 
live births as compared with 96.1 in 
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the Northern states, and 98.7 in the 
Western. The rates for white mothers 
were 56.5 in the Southern states, 51.6 
in the Northern, and 51.1 in the 
Western. 

Maternal mortality rates for Negro 
mothers vary widely from state to 
state (Fig. 5). There is no geographic 
concentration of high and low rates. 
For example, Oklahoma and Texas, 
with rates in 1935 of 157.8 and 144.1 


gan, California, North Carolina, Geor- 
gia, Pennsylvania, Missouri, Virginia, 
Maryland, and Arkansas); from 60 to 
79 in 8 states (Alabama, Kansas, 
Mississippi, New Jersey, Massachu- 
setts, Illinois, Delaware, and Indiana) ; 
the rates were less than 60 in 2 states 
(West Virginia and Connecticut). 

In sharp contrast, in this same 
group of 29 states the rates for white 
mothers ranged from the maximum 
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THE HEAVY GLAGK LIME SEPARATES THE WORTHERN, THE GOUTHERM, AND THE WESTERN BIAIED 


Fic. 5. MaTeRNAL Mortatity AMONG NEGROES IN STATES WITH 500 OR 
More Neero Live Birras, 1935 


per 10,000 live births, respectively, 
are geographically situated due West 
of Arkansas and Louisiana, with 
rates of 81.2 and 99.0, respectively; 
New York, with a rate of 131.8, is 
contiguous to Massachusetts (68.3), 
New Jersey (69.3), and Pennsylvania 
(89.3). 

Maternal mortality rates for Negro 
mothers in 9 states were in excess of 
100 per 10,000 live births (Oklahoma, 
Texas, Kentucky, New York, Ohio, 
South Carolina, Florida, District of 
Columbia, and Tennessee). The rates 
ranged from 80 to 99 per 10,000 live 
births in 10 states (Louisiana, Michi- 


of 73.0 per 10,000 live births in Flor- 
ida to the minimum of 42.4 in Con- 
necticut. For white mothers 8 states 
had rates from 60 to 73 per 10,000 live 
births (Florida, South Carolina, Dela- 
ware, Louisiana, Texas, Mississippi, 
Kansas, and Georgia); 12 states had 
rates from 50 to 59 (Tennessee, Ohio, 
Massachusetts, Arkansas, Missouri, 
North Carolina, Pennsylvania, Okla- 
homa, Alabama, Indiana, West Vir- 
ginia, and Michigan) and 9 states had 
rates from 40 to 49 (Illinois, New 
York, Kentucky, Maryland, Virginia, 
District of Columbia, California, New 
Jersey, and Connecticut). 
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The maternal mortality rate for Ne- 
gro mothers in the United States as a 
whole in 1935 exceeded that for white 
mothers by 80 per cent. In the South- 


TABLE XI 


MATERNAL MortTatity AMONG NEGRO AND 
Wuite Moruers; GEOGRAPHIC SEC- 
TIONS AND 29 Sratss, 1935 








Deaths 
(Pregnancy & 
Childbirth) Per 

10,000 Live Births 


White 
A! 


Geographic Section 
and State 





Negro 





on 


United States 





SouTHERN SrarTEs (17) 


Arkansas 
Delaware 
District of Columbia. 


Maryland 
Mississippi 
North Carolina 
Oklahoma 
South Carolina 
Tennessee 


Virginia 
West Virginia 


HM ANE OBRDUMNNOWORAONEW 


NortTHERN StaTEs (21) 





Connecticut 
Illinois 
LS 


CONES NWOR | OD ROORRDNOOWROAONE ON 


— 


WESTERN SraTEs (11). 











m1 NT CoO Dw~C~m ode ty 


California 





ern states the rate for Negro mothers 
exceeded that for white mothers by 
69 per cent; and in the Northern 
states by 86, per cent. The greater ex- 
cess percentage in Northern than 
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Southern states is due essentially to 
the lower mortality rates for white 
mothers in the North. The maternal 
mortality rates for Negroes in the 
two sections (96.1 for Northern states 
and 95.3 for Southern states) are very 
similar. In 2 Northern states (New 
York and Ohio); in 4 Southern states 
(Kentucky, Oklahoma, Texas, and 
the District of Columbia) and in Cali- 
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° 20 40 60 80 WO 120 40 60 80 mm 
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Fia. 6. PERCENTAGE Excess or NEGRO 
MatTerNAL Morta.ity Rates OvER 
Wuitr MatTernaL MortaAtity 
Rates In 29 States, 1935 


fornia the maternal mortality rate for 
Negroes is more than double the rate 
for white mothers. In 7 Southern 
states and in 4 Northern states the 
maternal mortality rates for Negroes 
are 50 per cent in excess of those for 
whites. Delaware had a higher rate 
for white mothers in 1935 than for 
Negro mothers. The difference in the 
rates is, however, too small to be of 
any real importance (Fig. 6). 
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TRENDS DURING THE PERIOD 
oF REcoRD 


Statistics which serve as an index 
of the loss of life among infants and 
mothers in the United States date 
from the establishment of the United 
States birth-registration area in 1915. 
For earlier years a certain amount of 
information on deaths is available, 
but no reliable statistics on births, 
and consequently no base from which 
to measure the number of infants ex- 
posed to the risk of dying in their first 
year of life or the number of mothers 
exposed to the risk of dying in child- 
birth. With the establishment of the 
birth-registration area in 1915 the 
needed information with respect to 
births began to be available. 


Factors Affecting Trends 

Any study of infant and maternal 
mortality rates in the United States 
over a period of years involves the 
consideration of the expansion of the 
birth- and death-registration areas. It 
involves also consideration of the 
differences in completeness of regis- 
tration and the movement of the 
Negro population. 

The birth-registration area of 1915 
was composed of the 11 states (in- 
cluding the District of Columbia) 
which had satisfactory birth-registra- 
tion laws and were able to show at 
least 90 per cent completeness of regis- 
tration of births. The area of 1915 in- 
cluded 31 per cent of the total popula- 
tion and 6 per cent of the Negro popu- 
lation of the United States. The regis- 
tration area was expanded from year 
to year as additional states met the 
requirements for admission. By 1921 
the area comprised 28 states; it in- 
cluded 65 per cent of the total popula- 
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tion and 48 per cent of the Negro 
population of the United States. By 
1928 the area comprised 45 states; it 
included 94 per cent of the total popu- 
lation and 93 per cent of the Negro 
population of the United States. 
Nation-wide statistics of births were 
finally achieved in 1933, when the 
last state, Texas, was admitted to the 
birth-registration area. 

During this same period the regis- 
tration area for deaths, established in 
1880, also was rapidly expanded, and 
by 1933 this area also included the 
entire continental United States. 

States admitted to the birth-regis- 
tration area at the time the area was 
established were recognized as having 
a high percentage of completeness of 
registration. These were mostly 
Northern states in which satisfactory 
laws had long been in effect and the 
practice of registration had long been 
established. The states admitted since 
1915 had, of course, the 90 per cent 
completeness of registration required 
for admission. Special studies!® have 
pointed out that in most states the 
percentage of completeness was in- 
creased during the years immediately 
following admission to the area. This 
completeness, however, was not uni- 
formly maintained. South Carolina, 
for example, which was admitted in 
1919, was dropped in 1925 “‘after fail- 
ure in two separate tests to reach 90 
per cent complete registration.” 
Special studies!” also show that as late 
as 1930 there was wide variation in 
completeness in the individual states. 

The movement of population must 


be given especial consideration in in- 


10 See footnote 4. : a 

11 Birth, Stillbirth, and Infant Mortality Statistics, 
1925. Part II, p. 5. 

12 See footnote,4. 
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terpreting trends in infant and ma- 
ternal mortality among Negroes. It is 
well known that, beginning shortly 
after 1915, large numbers of Negroes 
migrated northward and settled in the 
great urban centers, where they found 
not only a climate totally different 
from that of their previous experience, 
but also the social and economic con- 
ditions of industrialized, densely pop- 
ulated areas. In the South the move- 
ment was from plantation to town, 
and from town to city. Some of this 
movement was intrastate, from. plan- 
tation to small city, but in many 
states Negroes in small cities mi- 
grated across state lines to larger 
cities, such as Baltimore, Washington, 
New Orleans, Atlanta, and Birming- 
ham, where industry offered greater 
opportunity for gainful employment 
on a wage basis. The Negroes whose 
migrations were confined to the South 
faced problems of adaptation to new 
environment to a less extent than 
those who moved North, for the cli- 
matic factors were unchanged for 
them. Living conditions in the city, 
however, were vastly different from 
those of the plantation. Here, as in 
the North, the Negroes were crowded 
together in slum areas, with inade- 
quate facilities for care of their health 
and for recreation. The employment 
opportunities were as a rule in sea- 
sonal and irregular work. The earn- 
ings, which had seemed great, proved 
small in purchasing power and pro- 
vided, at best, meager subsistence. 


Trends in Infant Mortality 


In the United States expanding 
birth-registration area, in the geo- 
graphic sections, and in most of the 
29 states with 500 or more Negro live 


OEATHS PER 1,000 LIVE BIRTHS4 


births annually, infant mortality rates 
of recent years among Negroes are 
markedly lower than those for the 
earliest years for which statistics are 
available (Table XII). In several of 
the states the 1935 infant mortality 


FIRST YEAR 


TO TWELFTH MONTH 


FIRST MONTH 


FIRST MONTH 


TO TWELFTH MONTH 


° 
1915 1917 1919 (92) 1923 1925 1927 1929 1931 1933 19395 
—omem NEGRO see WHITE 


© prest YEAR AnD FIRST MONTH, DEATHS PLR 3,000 LIVE BIATHS: SECOND To THLLFTA 
WUNTH, BEATS PER 1,000 IAFARTS SURVIVING Tet FIRST MpETR OF LITE 


Fig. 7. MorTAauity IN CERTAIN PERIODS 
OF THE First YEAR oF Lire AMONG 
NEGRO AND WHITE INFANTS; 
EXxpaNDING BIrRtTH- 
REGISTRATION AREA,} 

1915-35 


rate is less than half as high as that 
of the year the state was admitted. 
The rates in all states show consider- 
able variation from year to year. 
Many of the variations are unques- 
tionably due to the underlying fac- 
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tors—completeness of registration and 
movement of population. 

The mortality rate for Negro in- 
fants in the United States has de- 
creased during the period for which 
statistics are available (Fig. 7). In both 
1915 and 1916 more than 180 out of 
every 1,000 Negro infants born alive 
died before reaching their first birth- 
day. From 1932 to 1935 the rate had 
dropped to less than 92 per 1,000 live 
births (Table XIII). In the first month 
and in the second to the twelfth 
month decreases. are apparent. In 
1916, 69 infants, and in 1934, 46 in- 
fants out of every 1,000 born alive 
died before completing their first 
month of life. In 1916 out of every 
1,000 Negro infants who survived the 
first month of life, 124 died before 
completing their first year; in 1934 the 
number was 47. 

The mortality among Negro in- 
fants today, however, is almost as 
high as that of white infants at the 
time the birth-registration area was 
established. In the latest year for 
which statistics are available the mor- 
tality rate for Negro infants was 82 in 
the first year of life (1935), 46 in the 
first month (1934), and 47 in the 
second to the twelfth month (1934). 
In 1916 the corresponding rates for 
white infants were 99, 43, and 58 re- 
spectively. 

In the early years of the period the 
mortality rate for Negro infants in 
the second to the twelfth month ex- 
ceeded that of white infants in the en- 
tire first year; from 1923 to 1926 the 
rates were practically identical; only 
from 1927 onward has the rate for 
Negro infants in the second to the 
twelfth month been substantially 
lower than that for white infants in 
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the entire first year. In 1932, for the 
first time, the rate for Negro infants 
in the second to the twelfth month 
dropped below that of Negro infants 
in the first month of life. Since 1921, 
among white infants the mortality 


TABLE XIII 
MorTALITY IN CERTAIN PERIODS OF THE 
First YEAR OF Lire! AMona NEGRO 
AND WHITE INFANTS IN THE Ex- 
PANDING BirRTH-REGISTRA- 


TION AREA, 1915-35 








Mortality Rates in the First Year of Life! 
White 





Negro 





‘i 2nd to 
First | y2th 
Month) Month 


First 3 
Month} 


First 


























1 First year and first month, deaths per 1,000 live 
births; second to twelfth month, deaths per 1,000 in- 
fants surviving the first month of life. 

2 Not available. 


rate in the second to the twelfth 
month has been lower than that of 
the first month. 

During the period under review the 
mortality of Negro infants in each 
period of the first year of life has de- 
creased at about the same rate as that 
of white infants. The rate for Negro 
infants for the entire first year de 
creased on the average" about 3.6 per 

3 To bring out the general tendency toward a con- 
stant rate of decrease the average annual percentage 
rate of change has been calculated by the ordinary 
equation for geometric progression: log y =a +bz. Fors 
full description of method, see E. C. Tandy, ‘Sec 


Changes in Mortality Rates Connected with Certail 
Organ Systems,” Human Biology, 3: 499-500, D 1931. 
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TABLE XIV 
Mortality FROM SPECIFIED CAUSES IN THE First YEAR oF Lire AMona NEGRO AND 
Wuirs Inrants; ExpanpING BirtH-REGIsTRATION AREA, 1921-34 








Deaths Under 1 Year per 1,000 Live Births 
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Causes | Prenatal tinal 
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* Unknown and ill-defined diseases were included in all other causes. 


cent annually (1915-35); in the 
first month, about 1.8 per cent an- 
nually (1916-34); and in the second 
to the twelfth month of life, about 
4.9 per cent annually (1916-34). The 
average annual rate of decrease for 
white infants was 3.3 per cent!® for 
“ The average annual percentage rate of decrease in 
mortality during each period of the first year of life 
among Negro and white infants is: 
Negro White 
—3.566+ 185 —3.258+.115 
—1.824+ .189 —1.718+ .050 
Second to twelfth 
month (1916-34) —4.869+ 293 —5.003+ .229 
The significance of any result is judged by its 


probable error. The probable error of the difference be- 
say two rates of change is calculated by the 


First year (1915-35) 
First month (1916-34) 


the entire first year, 1.7 per cent for 
the first month, and 5.1 per cent for 
the second to the twelfth month. 

The mortality in the first year of 
life from each of the principal causes 
of death has decreased during the peri- 
od 1921-34!6 (Fig. 8 and Table XIV). 
The most outstanding decreases are 





P.E. of difference = y (P.E.1)?+(P.B.2)? 
A difference is considered significant whenever it ex- 
ceeds 3 times its probable error. 

16 Statistics regarding cause of death in the first 
year of life among Negroes are available from 1916 on- 
ward. The period 1921-34 has been selected for analysis 
because only since 1921 has as much as 48 per cent of 
the Negro population of the United States been in- 
cluded in the birth-registration area. 
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in the mortality from gastrointestinal 
and from epidemic and other com- 
municable diseases. Mortality from 
respiratory diseases also shows a 
marked drop. Mortality from natal 
and prenatal causes, which occurs 
largely in the first month of life, has 
shown some decrease, but it is rela- 


so 
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(921 1923 1925 (927 1929 193) 1933 1935 
Fic. 8. MorRTALITY FROM SPECIFIED CAUSES 
IN THE First YEAR OF Lire AMONG NEGRO 
INFANTS; EXPANDING BiIRTH-REGISTRATION 
ARBA, 1921-34 
tively small as compared with other 
principal causes of death in the first 
year. The decrease in mortality from 
epidemic and other communicable 
diseases is not so marked as that 
from any of the other principal causes. 
The average annual rate of de- 
crease’ in mortality from all the 
principal causes of death! among Ne- 





17 See footnote 13. 

‘8 The average annual percentage rate of decrease 
in mortality from the principal causes of death among 
Negro and white infants (1921-34) is: ; 

Natal and prenatal Negro White 
causes ; — .1580+ .137 —1.539+ .068 
Respiratory diseases —2.402+ .668 —2.458+ .536 


Gastrointestinal dis- 
—6.214+ 440 —7.323+ .397 
—4.334+ .875 —4.630+ .601 


_ €ases 
Epidemic and other com- 
municable diseases 


gro infants has been about the same 
as among whites.!® During the period 
1921-34 the mortality rate of Negro 
infants from natai and prenatal causes 
decreased on the average about 14 
per cent annually; from respiratory 
diseases, about 2.4 per cent; from 
gastrointestinal diseases, about 6.2 per 
cent; from epidemic and other com- 
municable diseases, 4.3 per cent. The 
average annual rate of decrease among 
white infants from natal and prenatal 
causes was 1.5 per cent; from respira. 
tory diseases, 2.5 per cent; from gas 
trointestinal diseases, 7.3 per cent; 
and from epidemic and other com- 
municable diseases, 4.6 per cent. 


Trend in Maternal Mortality 


Information with respect to ma- 
ternal mortality among Negroes in the 
United States is available from 1928.” 
The mortality rate for Negro mothers 
has decreased during the period for 


TABLE XV 
MATERNAL MortTALity AMONG NEGRO AND 


Waite Women; Expanpina Birtu- 
REGISTRATION ARBA, 1928-35 








Deaths Assigned to Pregnancy and 
Childbirth per 10,000 Live Births 


Negro White 
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All 
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9 See footnote 15. 

20 Maternal mortality figures are issued by the 
United States Bureau of the Census for the death- 
registration area. The birth- and death-registration 
states are identical from 1928 onward, except that 
South Dakota was admitted to the death-registration 
area in 1930, and to the birth-registration area in 1932. 
In South Dakota there were only 2, 5, 2, and 7 ——_ 
live births in 1932, 1933, 1934, and 1935, respectively. 
The difference in the death- and birth-registration 
states in 1930 and 1931 is obviously of no importance 
as far as Negroes are concerned. 
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which statistics are available (Fig. 9). 
In 1928 and 1929 more than 120 Ne- 
gro mothers died from diseases of 
pregnancy and childbirth for every 
10,000 Negro infants born alive (Table 
XV). In 1934 and 1935 the rates were 
93 and 95, respectively. Mortality 
from puerperal sepsis has decreased; 
in 1928 and 1929, the rates from sepsis 
were 42 and 45, respectively, per 
10,000 live births, as compared with 
36 and 39 in 1934 and 1935. Marked 
decrease is apparent in the rates from 
all other puerperal causes; from 1928 
to 1930 the rates from these causes 
were in excess of 76 per 10,000 live 
births; in 1934 and 1935 the rates 
were 57 and 56, respectively. 

The mortality rates for Negro 
mothers in recent years, however, are 
greatly in excess of those for white 
mothers in the earliest years of the 
period under review. In 1935 the mor- 
tality rate for Negro mothers from all 
puerperal causes was 95 per 10,000 
live births, from puerperal sepsis, 39, 
and from all other puerperal causes, 
56, The corresponding rates for white 
mothers in 1928 were 63, 23, and 40, 
respectively. 

During the period 1928-35 the rates 
for Negro mothers from all puerperal 
causes and from causes other than 
sepsis decreased*! more rapidly” than 
the rates for white mothers. The rates 
for Negro mothers from all puerperal 
causes decreased on the average™ 
about 4.3 per cent annually, from 


* See footnote 13. 

2 See footnote 15. 

* The average annual percentage rate of decrease in 
mortality from all puerperal causes, from sepsis, and 
from all other puerperal causes among Negro and white 
mothers (1928-35) is: 

Negro White 

—4.284+ .344 —2.544+ .125 
—2,582+ .649 —1,.151+ .277 


—5,2944 .322 —3,445+ .208 


All puerperal causes 


sepsis 
All other puerperal 
causes 


DEATHS PER 10,000 Live BIRTHS 


puerperal sepsis 2.6 per cent, and from 
all other puerperal causes, 5.3 per 
cent. The average annual rate of de- 
crease for white mothers was 2.5 per 
cent from all puerperal causes, 1.2 
per cent from sepsis, and 3.4 per cent 
from all other puerperal causes. 
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The rates from sepsis, as from all 
other puerperal causes, for Negro 
mothers during this period show a 
significant decrease, but the increase 
in 1935 is so great that the average 
annual rate of decrease for the Negro 
(2.6 per cent) is not significantly 
different from that for the white (1.2 
per cent). 
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SUMMARY 

More than 250,000 Negro infants 
are born alive each year in the United 
States. Almost two-thirds of these 
Negro infants are born in the rural 
areas of the Southern states, but in 
every large city in the South and in 
many large cities in the North con- 
siderable numbers of Negro births 
occur each year. 

Midwives attend more than half of 
all Negro live births. In the rural areas 
of the South about four-fifths of the 
Negro births are attended by mid- 
wives. In Southern cities about three- 
fourths of the Negro live births are 
attended by physicians; in Northern 
cities practically all are attended by 
physicians; and almost two-thirds by 
physicians in hospitals. 

About 22,000 Negro infants die 
each year in the United States. In 
every section of the United States the 
mortality rate for Negro infants is 
greatly in excess of that for white in- 
fants. Mortality rates for Negro in- 
fants, on the whole, are higher in ur- 
ban than in rural areas, but in several 
states the rates in rural areas are 
higher than the rates in urban. 

More than half the Negro infants 
who die in the first year of life die in 
the first month. Natal and prenatal 
causes are responsible for more deaths 
than any other cause (deaths from 
these causes occur largely in the first 
month of life). Respiratory diseases 
are second in importance—gastro- 
intestinal diseases third, epidemic and 
other communicable diseases fourth. 
The mortality rate from each of these 
causes is higher among Negro than 
among white infants. 

Mortality among Negro infants de- 
creased greatly during the period 
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1915-35. Most of the decrease was in 
the second to the twelfth month of 
life. The decrease in the first month 
of life was slight as compared with 
that in the second to the twelfth 
month. The decrease has been as rapid 
among Negro as among white infants, 
but the mortality rate for Negro in- 
fants today is practically as high as 
that for white infants in the earliest 
years of record (1915 and 1916). 

The stillbirth rate is considerably 
higher for the Negro than for the 
white. Preliminary analysis of the 
special study now under way in the 
Children’s Bureau shows that Negro 
stillbirths occur more frequently in 
the early periods of gestation than 
white, and that fetal death occurs 
prior to onset of labor more often 
among the Negro than the white. 
Nonpuerperal diseases of the mother, 
especially syphilis, are more fre- 
quently associated with Negro still- 
births than with white. Abnormalities 
of labor and delivery are less often re- 
ported for the Negro than for the 
white. 

Maternal mortality among Negro 
women is far greater than that among 
white women. In several of the states 
the rate from puerperal causes for 
Negro mothers is more than double 
the rate for white mothers. The prin- 
cipal causes of maternal deaths among 
Negro women, as among white, are 
puerperal sepsis and toxemias of preg- 
nancy—causes known to be largely 
preventable. 

Maternal mortality rates for Ne- 
groes from all puerperal causes, from 
puerperal sepsis, and from all causes 
other than sepsis have decreased dur- 
ing the period 1928-35. In spite of 
these decreases the mortality rate of 
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Negro mothers in 1935 was greatly 
in excess of that of white mothers in 
1928. 

The downward trends of the rates 
for Negro infants and mothers 
throughout the period of record are 
probably due largely to the gradual 
adaptation of the Negro to his en- 
vironment and to the increasing 


healthfulness of the community in 
which he lives. To some extent the 
downward trends in recent years are 
associated with the development of 
maternal and child-health programs, 
but such programs among Negroes in 
most sections of this country are still 


349 


in a beginning or pioneer stage. 

The high mortality of the present 
day points out the great need for the 
development of widespread activities 
which will help to bring Negro moth- 
ers safely through childbirth and Ne- 
gro infants safely through their first 
year of life. The whole-hearted ac- 
ceptance by the Negro people of the 
health facilities that have been made 
available for their use in the past 
gives great encouragement to workers 
who may be active in the develop- 
ment of future programs for safe- 
guarding the health of the Negro 
mother and infant. 





Cuapter VIII 


THE NEED FOR ADEQUATE DATA ON CURRENT 
ILLNESS AMONG NEGROES* 


Georce St. J. Perrort, M.A., Principal Statistician and 
Dorotuy F. Houuanp, Px.D., Associate Statistician, 
U.S. Public Health Service, Washington, D.C. 


The definition of the health prob- 
lems of a population with reference to 
the indications of its mortality and 
morbidity rates is recognized as the 
only sound basis for an effective pub- 
lic health program. A broad concep- 
tion of the essential differences in the 
characteristics of the mortality rates 
of the white and Negro population 
has been made possible by the rela- 
tively complete registration of deaths 
which has been achieved by the ex- 
pansion of the Death Registration 
Area. The relatively higher death 
rates among Negroes from the cardio- 
vascular-renal diseases, tuberculosis, 
pneumonia and influenza, syphilis, 
malaria, the diarrhoeal diseases, ty- 
phoid fever, and pellagra, and their 
relatively lower mortality from diph- 
theria, scarlet fever, measles, cancer, 
and diabetes are generally observed. 
Certain differences between the two 
races in the variation of mortality 
with age are apparent, the rate of 
mortality among Negro infants, chil- 
dren and persons of the young adult 
ages showing a marked excess over 
that for white persons of the same 
age groups. Comparison of the age 
variation in mortality from certain 
specific diseases indicates character- 
istic differences, the peak of the death 


* From Statistical Investigations, Division of Pub- 
lic Health Methods, U.S. Public Health Service. Pub- 
lished by permission of the Surgeon General. The writ- 
ers make grateful acknowledgment to Drs. Selwyn D. 
Collins and Mary Gover for advice given during the 
preparation of this paper. 


rate from tuberculosis among Ne- 
groes, for example, occurring at an 
earlier age than among white persons.! 

Morbidity statistics are notably 
deficient for the entire population, 
due to the lack of an official system of 
morbidity registration. Illness records 
obtained in various isolated sickness 
surveys have defined certain charac- 
teristics of the illness rate for the 
white population, but the nature of 
the fundamental variations in the ill- 
ness rate among Negroes is essen- 
tially unknown. Special surveys have 
indicated the extent of the prevalence 
of certain specific diseases, such as 
syphilis, malaria, and tuberculosis 
among various Negro groups. Re- 
ports of the experience of a small 
number of Southern hospitals and 
clinics have analyzed the relative in- 
cidence of such specific conditions as 
heart disease and diabetes in Negro 
and white patients. But the broad 
characteristics of the morbidity rate 
among Negroes—its variation with 
age, sex, urbanization, economic sta- 
tus—have not been defined. Such data 
as are available indicate that the case 
fatality rate for certain diseases, no- 
tably tuberculosis and pneumonia, is 
definitely higher than that for white 
persons. However, the under-report- 
ing of cases of notifiable diseases fre- 


1C. C. Dauer, and L. L. Lumsden, ‘The Distribu- 

tion of Tuberculosis Mortality in Southeastern United 

ie ' American Review of Tuberculosis, 35: 43-61, 
a : 
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NEED FOR ADEQUATE DATA ON ILLNESS 


quently invalidates the comparison 
of case fatality rates, and a complete 
investigation of the relative magni- 
tude of these rates in a representative 
Negro and white population is essen- 
tial to a fundamental understanding 
of certain apparent racial differences 
in reaction to disease. The determina- 
tion of the age variation in the inci- 
dence of illness among Negroes due 
to such causes as heart disease, syphi- 
lis, and tuberculosis, is essential to 
adequate public health control of 
these important causes of death. The 
migration of increasing numbers of 
Negroes from rural to urban centers 
has created the need for comparative 
data on illness among Negroes in ur- 
ban areas. Such problems as these de- 
mand investigation when adequate 
illness records for a representative 
Negro population become available. 


SourcE oF Existine Data 


An appraisal of the health of the 
Negro based on general morbidity 
statistics is necessarily limited by the 
lack of representative data on illness 
in this group of the population. While 
morbidity statistics for the white pop- 
ulation are by no means extensive, the 
analysis of records obtained in the 
sickness survey of the Committee on 
the Costs of Medical Care has defined 
the characteristics of the annual ill- 
ness rate in a representative group of 
some 9,000 white families.? For the 
Negro population, illness records of 
comparable scope are not available. 
In the Health Survey conducted by 
the United States Public Health Serv- 
ice in 1935-1936 in 90 urban and 23 
Incidence of Htnens and the Recespt and Cove of Misdioa 


Care Among Representative Family Groups, Chicago: 
University of Chicago Press, 1933. 
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rural areas, records of illness have 
been obtained for approximately 
230,000 Negro persons. The results of 
a preliminary tabulation of the survey 
records obtained in 16 counties in 
Georgia are presented in part in the 
present report. Final analysis of the 
records of the entire group of sur- 
veyed communities will make avail- 
able for the first time comprehensive 
data relating to illness in the Negro 
population. 

Existing data on morbidity in a 
general Negro population are limited 
to the results of a small number of 
surveys made to determine the aver- 
age daily prevalence of illness. Among 
the earliest of these prevalence sur- 
veys was that made in connection 
with the census of 1890, when an 
enumeration of persons sick on the 
date of the census was made for both 
the white and Negro population.’ In 
the contemporary period, the most 
complete records on the prevalence 
of illness among Negroes are those ob- 
tained in four of the community sick- 
ness surveys conducted by the Metro- 
politan Life Insurance Company 
among its industrial policyholders in 
1915-1917.4 Records of the prevalence 
of chronic disabilities among Negroes 
in the urban relief population, and in 
the total population of a single com- 
munity, Dayton, Ohio, are available 
from the survey conducted by the 


3 Eleventh Census of the United States, 1890. Vol. 11, 
Part 1. ‘‘Vital Statistics, Analysis and Rate Tables.” 

4 Lee K. Frankel, and Louis I. Dublin, ‘‘A Sickness 
Survey of North Carolina,” Public Health Reports, 
Reprint No. 367: 2820-2844, O (13) 1916; A Health 
Census of Kansas City, Missouri. (Seventh Community 
Sickness Survey.) New York: Metropolitan Life In- 
surance Company, 1917, pp. 1-11; Sickness Survey of 
Principal Cities in Pennsylvania and West Virginia. 
(Sixth Community Sickness Survey.) New York: 
Metropolitan Life Insurance Company, 1917, pp. 1-78. 
Margaret L. Stecker, Some Recent Morbidity Data: 
A Summary of Seven Community Sickness Surveys made 
among Policyholders of the Metropolitan Life Insurance 
Company, 1915-1917, by Lee K. Frankel and Louis I. 
Dublin, pp. 1-28, 1919, 
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Federal Emergency Relief Adminis- 
tration in 1934.° 

The rate of prevalence of illness at a 
given moment of time is obviously 
weighted by the high proportion of 
long-duration, chronic illnesses re- 
corded, and is furthermore subject to 
the influences of seasonal variation 
and the epidemicity of certain dis- 
eases. A more accurate measure of the 
actual illness rate is that afforded by 
the annual incidence rate in which the 
seasonal factor is eliminated, and the 
frequency of illness is taken into ac- 
count. With the exception of prelim- 
inary data from the Health Survey of 
the U.S. Public Health Service in 
Georgia, no annual illness records for 
the general Negro population are 
available. However, an indication of 
the incidence rate of illness in the Ne- 
gro population may be obtained from 
the records of illness among Negroes 
for a 3 months’ period in one of a 
group of 8 large cities surveyed by 
the U.S. Public Health Service in 
1933.6 The surveyed population in- 
cluded a total of approximately 7,500 
low income white families in Balti- 
more, Birmingham, Brooklyn, Cleve- 
land, Detroit, New York, Pittsburgh 
and Syracuse; in addition, records of 
illness were obtained for some 1,300 
Negro families living in the Harlem 
District of New York. The analysis of 
the illness experience of this urban 
Negro group, not previously pub- 
lished, is incorporated in the present 
report. While the illness records for a 
3 months’ period include a higher 

5 G. St. J. Perrott, and Helen C. Griffin, ‘‘An Inven- 
tory of the Serious Disabilities of the Urban Relief Popu- 
hee Memorial Fund Quarterly, 14: 

6G. St. J. Perrott, and Selwyn D. Collins, ‘‘Relation 
of Sickness to Income and Income Change in 10Surveyed 


Communities,’’ Public Health Reports 50: 595-622 
My (3), 1935. (Reprint No. 1684.) 


proportion of chronic illnesses than 
are observed in an annual experience, 
and reflect the influence of the seg. 
sonal factor, their analysis, subject to 
these limitations, is of interest as an 
indication of the degree to which the 
broad characteristics of the illness 
rate among Negroes agree or depart 
from those observed in a white popu. 
lation of similar composition. 


AVERAGE PREVALENCE AND 
INCIDENCE OF ILLNEss* 


The results of the sickness surveys 
conducted by the Metropolitan Life 
Insurance Company among approxi- 
mately 600,000 of its white industrial 
policyholders in 1915-1917 indicated 
that an average of slightly less than 
2 per cent was disabled by illness each 
day of the year,’ a figure which has 
been substantially confirmed by the 
results of the recent sickness survey 
of 9,000 white families made by the 
Committee on the Costs of Medical 
Care.* The Metropolitan’s surveys in- 
dicated that the prevalence rate of 
disabling illness among Negroes 
“showed no significant difference from 
the rate for whites.’”’? The compara- 
tive figures obtained in these surveys 
are shown in Table I, in which pre 
liminary figures on the prevalence of 
illness in the white and Negro popu- 
lation of 16 counties of Georgia sur- 
veyed by the U.S. Public Health 
Service in 1935-1936 are also pre 
sented. Figures on the prevalence of 
illness in the Harlem District of New 
York are not available. 


* Prevalence relates to sickness observed in a popu 
lation on were day, incidence, to illnesses occurring 
over a period of time. . , 

7 Lee K. Frankel and Louis I. Dublin, op. cit., and 
Margaret L. Stecker, op. cit. Re: 

8G. St. J. Perrott, ‘The State of the Nations 
Health,” The Annals of The American Academy of 
Political and Social Science, 188: 131-143, N 1936. | 

* Frankel and Dublin, op. cit., and Stecker, op. cit. 
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The preliminary figures from the 
Georgia rural survey show general 
agreement with the prevalence rates 
obtained in the early surveys of the 
Metropolitan Life Insurance Com- 
pany. However, they indicate a slight 
excess in the average daily prevalence 
of disabling illness among the white 


reported in other studies are sum- 
marized in Table II. 

While differences in the composi- 
tion of the population observed, the 
period of exposure, and the definition 
of disabling illness limit the compara- 
bility of the absolute rates, their ex- 
pression in terms of ratios permits 


TABLE I 
Per Cent or Waites AND NEGROES wiTH DisaBLING ILLNESS AS REPORTED BY THE 
Surveys oF MerropouitaNn Lire (1916-1917), anp U.S. Pustic 
Heatrta Survey (Georatia, 1935-1936) 








Survey 


Per cent of Persons 
with Disabling 
Illness 


White 


Population 
Exposed 





Negro White Negro 





Metropolitan Life Insurance 
Company:* 1916-1917 
North Carolina 
Pennsylvania and West 
Virginia—Cities 
Kansas City, Missouri 
United States Public Health 
Service: ° 1935-1936 
Georgia 
March, 1936 


April 17-22, 1916 


March 5-19, 1917 
April 16-30, 1917 


December, 1935- 


42,808 22,096 


349,255 24,746 
25,079 9,188 


2.8 2.4 31,611 21,738 





® See footnote 4. 
> Persons of unknown sex are excluded. 


Preliminary data from a report on the Georgia Rural Health Survey made by D. N. West to the Ga 


State Med. Society and the Ga. State Dept. of Health. 


population, while the average preva- 
lence rate observed in the Metropoli- 
tan’s surveys showed a slightly higher 
rate for Negroes.!° 

The data available on the average 
incidence of illness among Negroes are 
less extensive than those relating to 
the prevalence of illness. The inci- 
dence of illness observed in the sick- 
hess surveys of two local areas con- 
ducted by the U.S. Public Health 
Service, and the annual illness ex- 
perience of two groups of adult males 

’ A special tabulation of records on the prevalence 
of all illness (disabling and non-disabling) observed in 
the white and Negro population of Hagerstown, Mary- 
land in November and December, 1921 shows the fol- 
lowing rates: white, 4.6 per cent; Negro, 4.8 per cent. 
In spite of the small Negro population observed (723 


Persons), the rates are of interest since they show no 
marked difference among Negroes and whites. 


comparison of the results of these 
somewhat varied experiences. The 
survey of rural families in Georgia in- 
dicated a higher disabling illness rate 
among whites than among Negroes. 
The survey of low-income families in 
8 large cities, and the experience of 
the industrial group reported by 
Adams," gave identical ratios indicat- 
ing slightly higher disabling illness 
rates for Negroes. Only one included 
experience—that of the draft army— 
indicated a definitely higher illness 
rate among Negroes. Furthermore, a 
comparison of the death rates for 

11 James M. Adams, ‘Some Racial Differences in 
Blood Pressures and Morbidity in a Group of White 


and Colored Workmen,” American Journal of the Medi- 
cal Sciences (New Series) 184: 342-350, S 1932. 
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white and colored troops in the draft 
army—6.3 for white, 14.4 for colored” 
—shows an excess of 130 per cent in 
the death rate of the colored troops, 
compared with an excess of 19 per 
cent in their admission rate to sick 
report.’* 
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the sickness surveys, but this factor 
would not seem to influence the com. 
parability of records for the draft 
army or the industrial group. Varia. 
tion may exist in the extent to which 
disability is recognized or admitted, 
due to racial differences in the patho. 


TABLE II 


DISABLING ILLNESS REPORTED BY U.S. Pustic HEALTH SuRVEYsS oF Two Loca. AREAS; 
ApuULT MALES IN THE ARMY, AND IN AN INDUSTRIAL GROUP 





Index of Disabling 


Composition of Surveyed Group 


(White Rate* = 100) 


Population Observed 


Illness White Negro 





United States Public Health Service 
Sickness Surveys: 
Low-Income, Urban Families: 
8 Cities— White 
New York—Negro 
Georgia—Rural Families 


Adult males: 
Draft Army—Ages 21-—30> 
Industrial Group® 


31,630 
91 27 , 966 


3,689 
19,944 


545 ,518 
3,383 


13,150 
1,691 


119 
104 





® Rates for the low-income urban families are for a 3-months’ period only; rates for the Georgia rural popula- 


tion relate to an annual period, and include illnes: 
but include hospital cases and confi ts disabl 





ses and fatal cases disabling for 7 consecutive days or longer, 
for less than 7 consecutive days. Rates for the draft army 


represent annual admission rates to sick report per 1,000 mean strength. Rates for the industrial group are an 


annual average of a 7-year experience. 


G. Love and C. B. Davenport, ‘‘A Comparison of White and Colored Troops in Respect to the Incidence 
of Disease,'’ Proceedings, Nat. Acad. Science, 5: 58-67 (1919). 


© See footnote 11. 


These figures considered together 
fail to indicate the expected excess in 
the morbidity rate of Negroes which 
is assumed to exist on the basis of the 
excess in their mortality rate. Several 
factors probably operate to produce 
this result. The effect of incomplete 
enumeration of illnesses must be con- 
sidered in interpreting the results of 


2 Surgeon General of the United States Army, 
Annual Reports of the Surgeon General, U.S. Army, to 
the Secretary of War, Washington: Government Printing 
Office, 1918. 

_ §& The age composition of white and Negro soldiers 
in the draft army was approximately the same; in sub- 
sequent years, differences in age distribution have 
arisen due to the higher proportion of first enlistments 
among the white troops. Thus, in each year of the 
period 1920-1935, the admission rate to sick report for 
white troops has exceeded that for Negroes, an excess 
which is attributed to the higher incidence of acute 
epidemic and respiratory diseases among the white, re- 
sulting from their lower average age. (Annual Reports 
of the Surgeon General, U.S. Army, to the Secretary 
of War—1920-1936.) Published data do not permit 
adjustment of these rates for differences in age distribu- 


tion. 


logical course of disease, or the effect 
of economic pressure. On the other 
hand, the relatively low incidence of 
illness among Negroes may be an ex- 
pression of the actual facts, on the 
assumption of a higher case fatality 
rate. The relative importance of these 
factors will be considered in the sub- 
sequent sections on the comparative 
morbidity rates for specific diseases, 
and variation of illness with economic 
status. 


VARIATION IN THE PREVALENCE AND 
INCIDENCE OF ILLNESS WITH 
AGE AND SEX 
The nature of the variation in the 


prevalence of illness with age is al- 
fected by the high proportion of ill 
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nesses due to chronic disease enumer- 
ated in a prevalence survey. Thus, the 
age variation in the prevalence rates 
observed in the sickness surveys of 
the Metropolitan Life Insurance Com- 
pany, which rise gradually from mini- 
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observed in one of these surveys are 
shown graphically in Figure 1 for cer- 
tain broad age groups. 

In an annual period, the incidence 
rate of illness is at a maximum in 
early childhood, showing a second 


TABLE III 
AGE PREVALENCE AND INCIDENCE OF DISABLING ILLNESS BY SEX AND COLOR 





Prevalence* 


Incidence 





Persons Disabled per 1000 


Disabling Illness Rate 
per 100 for 3-Month 
Survey Period 





Sex and Age 


North Carolina 


Pennsylvania and 


West Virginia 8 Cities New York 





White Negro 


White Negro White Negro 





— 
oo 


Oto S OR RO 
POBROOHE 


65 and over 


Females: 
All Ages 


101.9 
114.1 
67.0 
88.6 
94.4 


21.7 123. 
11.1 160. 
15.4 73. 
15.7 85. 
23.0 120. 
37.2 122. 122.5 

56.0 166. 149.5\> 
90.0 f 


151. 
165. 
102. 
152. 
143. 
162. 
— 


179.6 
114.4 
132.3 
201.8 
205.7 
222.2 
222.2)» 
J 


8 
2 
2 
9 
9 
2 
b 


95.1 





® Figures from the sickness surveys conducted by the Metropolitan Life Insurance Company. See footnote 4. 


b 55 and over. 


mum rates among young persons to 
maximum rates in old age, resembles 
the characteristics of the age curve of 
chronic illness.4 The prevalence rates 
for white and Negro persons can- 
vassed in two of the Metropolitan’s 
surveys, shown in Table III, indicate 
that the trend of the rates with age 
is of the same nature among whites 
and Negroes. The prevalence rates 

“G. H. Bigelow, and H. L. Lombard, Cancer and 


Other Chronic Diseases in Massachusetts, New York: 
Houghton Mifflin Company, 1933. 


maximum in old age, an intermediate 
rise in the young adult period, the 
minimum rates occurring among 
young persons between the ages of 15 
and 24. Annual illness rates by age 
are not available for the Negro popu- 
lation, but the age variation in inci- 
dence rates for disabling illness may 
be observed in the Negro population 
surveyed by the U.S. Public Health 


15 Selwyn D. Collins, ‘‘A General View of the Causes 
of Illness and Death at Specific Ages,’’ Public Health 
Reports, 50: 237-255, F (22) 1935. (Reprint No. 1673.) 
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Service in 1933, in which records of 
illness were obtained for a 3 months’ 
period. The comparative figures are 
shown in Table III and Figure 1. The 
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Fic. 1—Prevalence of Disabling Illness 
in Cities of Pennsylvania and West Virginia 
by Color and Age (Metropolitan Life Insur- 
ance Company Survey, 1917 see Footnote 
#4); Age Incidence of Disabling Illness for 
3-MonthSurvey Period in White Wage-Earn- 
ing Families in 8 Large Cities (Baltimore, 
Birmingham, Cleveland, Detroit, Pitts- 
burgh, Syracuse, New York, Brooklyn) and 
in Negro Families in New York, 1933. All 
Causes; Sole or Primary Diagnosis Only. 


illness rate, high among children un- 
der 15 years of age, declines to a mini- 
mum among young persons of the 
ages 15 to 24 years. In the young 
adult period, the rate increases, the 
rise persisting through the older age 
periods due to the relatively high pro- 
portion of chronic illnesses enumer- 
ated in a 3 months’ period. The varia- 
tion in the rates for white and Negro 
persons is of the same general nature 
for persons 15 years of age and over. 
The low incidence of disabling illness 
reported for Negro children under 15 


years of age compared with the rate 
for white children indicates a funda- 
mental difference in the nature of the 
age curve for the two races. Among 
Negroes, the highest illness rate wag 
observed among persons of the ages 
55 and over; in the white population, 
the highest rate for adults occurred 
in the same age group, but the illness 
rate for children under 15 years of age 
was of approximately the same magni- 
tude. This essential difference in the 
illness rates of white and Negro chil- 
dren appears to be due in part to the 
relatively low incidence of the acute 
communicable diseases of childhood 
among Negroes, as is shown by the 
comparative incidence of these dis- 
eases for the surveyed groups, pre- 
sented in the following section. 

A generally consistent excess in the 
prevalence rates of illness for Negro 
females is observed in the compara- 
tive figures shown by sex in Table III. 
The nature of the sex differential is 
the same in the incidence rates for the 
urban groups surveyed by the US. 
Public Health Service in 1933, the 
excess in the rate for females being 
greater among Negroes than among 
whites. 


Tue Masor Causes OF ILLNESS 


The respiratory diseases were found 
to be the most frequent cause of ill- 
ness among both white and Negro 
persons of all ages in 8 cities surveyed 
by the U.S. Public Health Service for 
a 3 months’ period in 1933. Next in 
order of frequency were certail 
chronic diseases, comprising three 
major groups, the degenerative and 
nervous diseases, and rheumatism, 
which, taken together, showed a rate 


of 22.7 for the Negro population, and 
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arate of 24.6 for white persons. In the 
white population, epidemic diseases, 
which include chiefly the acute com- 
municable diseases of childhood, were 
next in order of frequency as causes 
of illness. Among Negroes, the inci- 
dence of these diseases was relatively 
low, the rate amounting to approxi- 
mately one half that for the white 
population. The relative frequency of 
disabling illness classified by cause in 
broad diagnosis groups is shown in 
Figure 2 for the white and Negro pop- 
ulation canvassed in this survey. 

The relatively higher incidence of 
respiratory disease observed in the 
Negro population of New York is of 
special interest in view of Collins’ re- 
port of uniformly lower incidence 
rates for the respiratory conditions 
among Negroes in 6 cities canvassed 
in 1928-1929.16 Collins attributes 
some of the difference in the reported 
incidence among white and colored to 
less complete reporting of respiratory 
attacks by the colored families result- 
ing from the employment of white 
canvassers. Conversely, the excess in 
incidence of the respiratory diseases 
observed among Negroes in the New 
York survey may have resulted from 
the more complete enumeration ob- 
tained by Negro canvassers. The peak 
of the influenza epidemic of 1932- 
1933 occurred prior to the period 
covered by the 1933 survey, and the 
incidence of respiratory disease in 
these eight cities is therefore not af- 
fected by this cause. While the case 
rate for the respiratory diseases 
among the Negroes of New York is 

* Selwyn D. Collins, ‘‘Influenza Epidemic of 1928- 
1929 in 14 Surveyed Localities in the United States: 
Analysis According to Age, Sex, and Color, of Records 
of Morbidity and Mortality Obtained in the Surveys,” 


Public Health Reports, 49: 1-42, Ja (5), 1934. (Reprint 
No. 1606.) 
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high in comparison with the case rate 
for the white population of the eight 
surveyed cities, it is low on the basis 
of the expected excess which is as- 
sumed to exist from a consideration of 


the high mortality rate for these dis- 
eases among Negroes. Thus, in the 
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Fie. 2—Incidence of Disabling Illness 
Classified by Cause in Broad DiseaseGroups, 
in White Wage-Earning Families in 8 Cities, 
and Negro Families in New York, Surveyed 
for a 3 Months’ Period in 1933. Sole or 
Primary Causes Only. 


study to which reference has been 
made, Collins observed an excess of 
51 per cent in the estimated pneu- 
monia fatality for Negroes, while the 
excess in the incidence rate among Ne- 
groes was found to be only 3 per cent. 
Existing data on the incidence of re- 
spiratory disease among Negroes are 
too limited to afford a satisfactory 
explanation of the discrepancy be- 
tween the magnitude of the morbidity 
and mortality rates for these causes. 

The mortality rates observed 
among Negroes for certain of the 
communicable diseases of childhood, 
notably, diphtheria, scarlet fever, and 
measles, are generally lower than 
those observed for whites, and the 
correspondingly low incidence of the 
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epidemic diseases among the Negroes 
of New York compared with that for 
the white population of the eight 
cities is therefore consistent. On the 
other hand, the comparatively low in- 
cidence among the Negroes of all ages 
of illness due to the cardiovascular- 
renal diseases, included in the de- 
generative group, is again at variance 
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Fic. 3—Prevalence of Chronic Disease 
Among Persons 16 Years of Age and Over, 
Classified by Color—Dayton, Ohio, Unpub- 
lished Figures from Survey of the Federal 
Emergency Relief Administration, 1934. 
(See footnote #5.) Sole or Primary Causes 
Only. 


with the indications of mortality sta- 
tistics. While the mortality from dia- 
betes and cancer, all forms, is some- 
what lower for the Negro than the 
white population, the excess in Negro 
mortality due to organic diseases of 
the heart is high compared with that 
for white persons. 

A survey of the prevalence of 
chronic disease in the total adult pop- 
ulation of Dayton, Ohio, made by the 
Federal Emergency Relief Adminis- 
tration in 1934, indicates a definite 
excess in the prevalence of these dis- 
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eases among Negroes.'? A comparison 
of the rates shown in Figure 3 indi. 
cates that the prevalence of other 
chronic diseases, the minor circulatory 
group,'® rheumatism, and the chronic 
diseases of the nervous and digestive 
systems, was definitely higher among 
the Negroes. While the number of 
cases of syphilis reported was low, an 
excess in the prevalence of this disease 
was also observed among Negroes. Be- 
nign tumors were more prevalent 
among Negroes, while cancer and dia- 
betes showed higher rates among the 
white population. The results, which 
are, in general, consistent with the in- 
dications of mortality statistics, point 
to a higher prevalence of certain of 
the major chronic diseases among Ne- 
groes. However, as in the case of the 
acute respiratory diseases, the excess 
in the prevalence rates for certain of 
the chronic diseases is low compared 
with the excess in the mortality rate 
due to these causes. 


VARIATION IN AGE INCIDENCE FOR 
CrrTAIN Broap Disease Groups 


When the illnesses observed in the 
Negro and white population of the 
eight cities are classified according to 
age in three broad disease groups, the 
respiratory and epidemic diseases and 
“all other causes,” comprising chiefly 
diseases of a chronic nature, certain 
important differences between the age 
incidence in the white and Negro 
population are revealed. The figures, 
shown in Table IV, indicate that the 
excess in the case rate for respiratory 
diseases among Negroes of all ages re 
sults from the concentration of these 
~~ 17 G, St. J. Perrott and Helen C. Griffin, op. cit. 

18 The minor circulatory diseases include hemor 
rhoids, varicose veins, and other diseases of the <a 


latory and lymphatic systems (exclusive of diseases 
the heart and coronary arteries, and arteriosclerosis. 
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cases among adults between the ages 
of 25 and 55, among whom the case 
rate shows a marked excess in com- 
parison with that for white persons of 
the same age period. 
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the survey of Dayton, Ohio, made by 
the Federal Emergency Relief Admin- 
istration. The figures shown in Table 
V, relating to the prevalence of 
chronic disease only, indicate an ex- 


TABLE IV 
Tue AcE IncipeNcE or DisaBLina ILLNESS CLASSIFIED IN Broap Diszasz Groups 
(Sole or Primary Causes Only) 





Disabling Illness per 1,000 Persons for 3-Month Survey Period 





Age Group 
Respiratory 
White Negro 


All Other Causes 


Epidemic 
White Negro 


White Negro 





8 


WO WOM NC 


57.1 62.5 


27.6 13.6 
28.3 3.1 
35.7 
59.9 
66.3 
75.3 
84.5 
136.3 


83.9 
127.2 





In the group of all other causes, 
comprising principally the chronic dis- 
eases, the case rates again show a defi- 
nite excess among Negroes in all age 
periods from 15 years upward. 


TABLE V 
PREVALENCE OF CHRONIC DISEASE BY AGE, 
Sex AND CoLor, For Perrsons 16 
Years OF AGE AND OVER— 
Dayton, Ou10* 





Case Rate per 1,000 Persons 
Males 
White Negro White Negro 





Age Females 


Group 








14.4 26.4 
17.0 46.0 
24.5 98.4 
45-54 49.0 96.3 46.1 149.4 
55-64 113.1 113.8 107.1 280.3 
65and over 348.0 490.4 386.1 747.6 


16.2 
25.4 
100.9 


16-24 
25-34 
35-44 


11.4 
18.4 
46.8 





* Sole or Primary Causes Only. See footnote #5. 


The marked excess in the preva- 
lence of chronic disease among Ne- 
groes of the older age groups may be 
observed also in the data obtained in 


cess in the case rate for Negroes in 
each sex-age group observed. 

The excess in the Negro rates is par- 
ticularly marked between the ages 35 
and 55. 


THE SEVERITY OF ILLNESS 


Studies of the illness rate in the 
white population indicate that the 
frequency and severity of illness are 
not associated in the same manner, 
diseases showing a high incidence 
being often unimportant causes of 
disability and death. Studies of the 
severity of illness among Negroes are 
of special importance in view of the 
relatively low incidence rates ob- 
served for certain diseases known to 
cause extremely high death rates. The 
data available do not permit an analy- 
sis of the severity of illness in a gen- 
eral Negro population, but the ex- 
perience of an industrial group ob- 
served over a 7-year period, analyzed 
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by Adams,'® may be quoted as an in- 
dication of the relative severity of 
illness among white and Negro work- 
men in a Southern city. Certain fig- 
ures taken from Adams’ analysis are 
combined in Table VI: 
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differences in the pathological course 
of the disease in Negroes lead to 
late appearance of recognizable symp. 
toms, and that, furthermore, the eco- 
nomic pressure to which the race ag 
a whole is subject creates in the Ne. 


TABLE VI 


INCIDENCE AND SEVERITY OF ILLNESS CLASSIFIED BY CAUSE, AMONG WHITE AND Necro 
WoRKMEN OBSERVED BY ADAMS* 


—————— 





Annual Case 
Rate Per 1,000 


Diagnosis Group 


Annual Days of Disability 
Per person Per case 





Negro 


White 


Negro White Negro White 





651 


Respiratory 194 
Malaria 142 
Digestive 70 
Rheumatism 45 
Accidents (Non-Industrial). . 39 
Venereal Diseases 24 
Cardiovascular-renal Diseases a 
Tuberculosis-Respiratory.... 2 
All Other Causes........... 128 


All Causes 


9. 15.0 12.9 


2. : 12.7 9.2 
Ki; é 12.9 11.5 
9.0 13.2 

13.9 14.6 

14.1 15.6 

28.4 23.6 

83.1 45.5 

177.4 242.8 

16.6 14.7 





* James M. Adams, op. cit. 


Among the Negro workmen, the 
average annual days of disability per 
person due to illness from all causes 
is higher than among the whites, the 
excess being due largely to the high 
incidence and average amount of dis- 
ability due to malaria among the 
former. On the basis of the excess in 
the death rates for these causes ob- 
served among Negroes, the higher 
frequency and severity of the cardio- 
vascular-renal and venereal diseases 
in the Negro workmen is expected. 
On the other hand, the recorded inci- 
dence of respiratory tuberculosis, 
which is the same for both Negro and 
white workmen, appears to be anom- 
alous in consideration of the excessive 
mortality from tuberculosis among 
Negroes. It appears that certain 


18 James M. Adama, op. cit. 


gro a reluctance to admit the presence 
of serious disabilities. 

The relatively shorter duration of 
the average case of tuberculosis 
among the Negro workmen is the re- 
sult of a higher case fatality. Opie” 
found that the average duration of 
the disease in a group of young Negro 
adults observed in Jamaica was 9 
months, compared with an average 
duration of slightly over two years 
for white adults of the same age pe 
riod observed at the Henry Phipps 
Institute in Philadelphia. As the re- 
sult of more intensive recent studies, 
Opie has reported an average of 4.3 
person years per death from tuber- 
culosis for Negroes, compared with a 


ratio of 13.8 for white persons attend- 


2 KE. L. Opie, and E. J. Isaacs, ‘Tuberculosis in 
Jamaica,” American Journal of Hygiene, 12: 1-61, Jl 
1930. 
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ing the clinic of the Henry Phipps 
Institute.” 


VARIATION IN THE ILLNESS RATE 
wITH INCOME AND EMPLOYMENT 
STaTuUS 


The sickness survey conducted by 
the U.S. Public Health Service 
among white wage-earning families in 
19332 indicated an association be- 
tween the disabling illness rate and 
income, families in the lowest income 
groups showing the highest rates of 
disabling illness. The low economic 
status of Negroes makes the study of 
the variation in their illness rate with 
income of special interest. The data 
obtained in the survey of Negroes in 
the Harlem District of New York 
make possible an analysis of this rela- 


DISABLING LLNESSCS PER 1,000 PERSONS 
Fo 


ccomomn 
status RR 3-MONTH SURVEY PERIOD 


NEW YORK ~ NEGRO - CxCiuSive OF CPIDCMIC DISEASES 
NEW YORK - WHITE ~ CACQuSivE OF CPIDCMIC DISEASES 


O-CITY AVERAGE ~ wHITE-ack Causes 


Fic. 4—Disabling Illness Rate Per Thou- 
sand Persons for 3-Month Survey Period in 
White Wage-Earning Families in 8 Cities, and 
in Negro Families in New York, Classified 
According to Annual Per Capita Income in 
1932. Rates Adjusted for Age. 


tion for a Negro group, which may be 
compared with the previously pub- 
lished results for the white families of 
8 large cities, including the white 


amet E. L. Opie, F. M. MePhedran, and P. Putnam, 
The Relative Frequency of Clinically Manifest Tuber- 
culosis, Open Tuberculosis, Asymptomatic Lesions and 
Deaths in White and Negro Persons,” American Journal 
of Hygiene, 23: 530-538, Mr 1936. 
®G. St. J. Perrott and Selwyn D. Collins, op. cit. 
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ONGABLING KLNESSES PER 4.000 PERSONS FOR S-MONTH SURVEY PLMIOO 


YORK “NEGRO - Exciusive OF 


Fia. 5—Disabling Illness Rate Per Thou- 
sand Persons for 3-Month Survey Period in 
WhiteWage-Earning Families in 8 Cities and 
in Negro Families in New York, Classified 
According to the Number of Employed 
Workers in 1932. Rates Adjusted for Age. 


population of the lower East Side of 
New York. The occurrence of an epi- 
demic of measles in the latter group 
during the survey period resulted in 
an abnormally high illness rate. For 
the purpose of the subsequent com- 
parison, the disabling illness rates for 
both the Negro and white population 
of New York have therefore been de- 
termined after the exclusion of ill- 
nesses due to epidemic diseases. 
The variation with income of the 
disabling illness rates for the Negro 
and white groups classified on the 
basis of per capita income in 1932 as 
“comfortable,” ‘moderate’, and 
“‘noor,’’> is shown in Figure 4. The 
rates for Negroes show a variation 
with income of the same nature as 
that observed for both the white pop- 
ulation of New York, and the average 
experience of the white population 
of 8 large cities. Classified on the basis 
of employment status, the disabling 
illness rates decrease from a maximum 


23 The range in per capita income for 6 cities, Balti- 
more, Birmingham, Cleveland, Detroit, Pittsburgh and 
Syracuse, was as follows: comfortable, $425 and over; 
moderate $150-$424; poor, under $150. For New York 
and Brooklyn, the range was as follows: comfortable, 
174 and over; moderate, $250-$499; poor, under 
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among Negro families with no em- 
ployed workers, to a minimum, for 
families with one or more full-time 
workers (Figure 5). 


TABLE VII 
ANNUAL DisaBLINa I.iNngess' Rates 
Amona Waite AND Nearo FAMILIES IN 
GeroraiA, CLASSIFIED ACCORDING TO TOTAL 
Famity INcoME (PRELIMINARY 
FIGuUREs)* 








Annual Disa- 
bling Illness 
Rate per 1,000» 


White Negro 


184 
169 
161 
164 
143 


Population 
Observed 





White 


2,249 
5,080 
7,720 
7,322 
5,595 


Negro 


5,618 
7,715 
4,899 
1,433 

279 





$120 and less 187 
121-240 176 
241-480 177 
481-960 158 
961 and over 155 





® See footnote o Table I. 
> Disabling 7 consecutive days or longer. 


The variation in disabling illness 
rates with income may be observed 
also in the rural Negro families sur- 
veyed by the U.S. Public Health 
Service in 1935-1936. The figures, 
shown in Table VII, indicate a gen- 
eral tendency for the illness rate to 
increase as family income decreases, 
which is apparent in both the white 
and Negro groups. 

In the survey of disabilities preva- 
lent in the population of Dayton, 
Ohio, conducted by the Federal 
Emergency Relief Administration, the 
relief status and family income of the 
population was recorded. When the 
crude disability rates for white and 
Negro persons of the ages 16-64 were 
compared, it was found that the rate 
for Negroes in the relief group was 
somewhat lower than that for white 
persons of the same relief status. On 
the other hand, a marked excess was 
observed in the crude disability rate 
for Negroes in non-relief families. This 
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excess, however, was in part associ- 
ated with the relatively low average 
income of the non-relief Negro fami- 
lies; thus, adjustment of the rates for 
age and income reduced the white- 
Negro differential from the value of 59 
per cent observed in the crude rates 
to a difference of only 33 per cent in 
the adjusted rates. The figures ex- 
tend the implications of the data pre- 
sented above, and point to the im- 
portance of eliminating the effect of 
factors associated with economic 
status in comparisons of the illness 
rates of the white and Negro popula- 
tion. 
SUMMARY 

A review of the limited statistics on 
morbidity among Negroes, and a 
study of previously unpublished data 
of the U.S. Public Health Service fail 
to reveal an excess in the illness rate 
of Negroes commensurate with the 
known excess in their mortality rate. 
This apparent anomaly may be due 
in part to a higher case fatality among 
Negroes, to racial differences in the 
recognition or admission of disability, 
or to differences in the completeness 
of enumeration of illness. Available 
data indicate the need for further in- 
vestigation of morbidity in a repre- 
sentative Negro population. The Na- 
tional Health Survey conducted by 
the U.S. Public Health Service in 
1935-1936 will supply records of ill- 
ness for some 230,000 Negro persons, 
the analysis of which should define 
the characteristics of the morbidity 
rate for this group of the population. 

The morbidity data at present 
available may be summarized as fol- 
lows: 

1. On a given average day, about 
2 per cent of the Negro population is 








NEED FOR ADEQUATE DATA ON ILLNESS 


incapacitated by illness, a figure which 
is approximately the same as that ob- 
served for whites. 

2. In a group of urban wage-earn- 
ing families surveyed by the U.S. 
Public Health Service in 1933, an ex- 
cess in the disabling illness rate was 
observed for Negroes in the adult 
ages, but the illness rate for Negro 
children under 15 years of age was 
lower than that for white children. 
This relation is due to the lower inci- 
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dence of certain epidemic diseases 
among Negro children, and the higher 
incidence of chronic diseases among 
Negro, compared with white, adults. 

3. The same inverse relation be- 
tween the disabling illness rate and 
economic status is observed among 
Negroes as among whites, indicating 
the importance of such factors as 
standard of living and occupation in 
evaluating racial differences in mor- 
bidity and mortality rates. 





CuapTer IX 


THE INCIDENCE OF GONORRHEA AMONG NEGROES 


R. Frank Jongs, M.D., Assistant Professor of Urology, and 
Kune A. Pricer, M.D., Clinical Assistant in Urology, 
School of Medicine, Howard University 


Whatever course of education, in- 
tending to be complete, fails to en- 
lighten the learner upon diseases 
which destroy the very basis of social 
living, is at once a failure. Negro edu- 
cation, especially, has no chance to be 
vital unless it establishes the general 
and the peculiar angles of these dis- 
eases. As chief agent of destruction 
among Negroes as well as whites, as 
devourer of the public health equal to 
syphilis, scarlet fever, tuberculosis, 
diphtheria, typhoid fever, infantile 
paralysis and smallpox all put to- 
gether,! gonorrhea deserves special 
and complete attention. 


History or GONORRHEA 


The understanding of gonorrhea to- 
day depends considerably upon the 
knowledge of its historical reputation 
especially the fogginess and untouch- 
ability with which it has always been 
surrounded. The origin of the disease, 
even, is lost in a mist, though gonor- 
rhea is probably as old as history it- 
self. It was present in the birthplaces 
of three distinct civilizations, the Su- 
merian in Western Asia, the Aryan in 
India, and the Chinese in the Far 
East. 

The Sumerians developed a writing 
system through the tablets of which 
we learn of a myth in which there 
was a moral that divine wrath or 
sexual excess might result in vene- 
real disease. Sketchy, semi-scientific 
accounts point toward gonorrhea, 


_ Chart, Venereal Disease Information, 17: 38, Ja 
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though the medical science of this 
people and time—900 to 600 B.C.— 
was considerably mixed with magic, 

Evidence of religious prostitution 
points to the spread of the disease 
among the Babylonians who had been 
forced, by conquest, to adopt the Su- 
merian civilization, and its social 
ways. On the theory of the priest as 
the proxy of the gods in enjoying the 
first fruits of everything, infection 
radiated outwards along the lines of 
religious relationships. Cure was diffi- 
cult because the Babylonians had no 
regular physicians and depended upon 
those who had recovered from a dis- 
ease to counsel those affected. Even 
here, the infection was considered 
shameful, and counsel concerning it 
was not readily sought in the public 
square. 

The Egyptians, according to rec- 
ords on papyri, described what ap- 
pears to be gonorrhea by brief ac- 
counts of symptoms, ailments, and 
treatments. This record gives the first 
attempt at the prophylactic preven- 
tion of venereal disease. Since it was 
the custom of many countries to name 
their venereal diseases after foreign 
countries, especially their enemies, we 
find this supposed gonorrhea called 
the “Semitic” disease. 

Egyptian history has intermingled 
with the history of the Jews, and the 
Bible, though far advanced over the 
papyri in venereal description, retains 
many of the old mystical interpreta- 
tions. In the story of Abram and Sarai 
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(Genesis 11:30), there seems to be a 
reference, in Sarai’s barrenness, to the 
one-child sterility of gonorrhea; and 
the curse is clearly inferred. Moses’ 
judicial statements are a mixture of 
medical and religious insight: In Le- 
viticus 15:2, he writes: “The man who 
has a flow shall be deemed unclean’’; 
and in Leviticus 15:4, he elaborates: 
“Every bed whereon he that hath the 
issue lieth shall be unclean and every- 
thing whereon he sitteth shall be un- 
clean.” Beyond Moses, the plague of 
Baal Peor was the forerunner of a 
radical venereal disease prophylaxis in 
which thousands of innocent women 
were slain to prevent the dissemina- 
tion of infection within the race. 
Solomon repealed the edict which pro- 
uibited prostitutes from pursuing their 
calling in Jerusalem; and the Book of 
Proverbs, attributed to Solomon, con- 
tains many other references to ve- 
nereal disease. 

Chinese medicine is an interesting 
and valuable chapter in the study of 
gonorrhea. Disregarding the advance- 
ment made in science in the last fifty 
years in the Orient, the status of a 
good portion of medicine remains as 
it was thousands of years ago. Many 
manuscripts were written on venereal 
diseases. An ancient Chinese Em- 
peror, Tsin-Chi-Hoang, desiring that 
the Chinese civilization begin with his 
reign, ordered all manuscripts and 
writings destroyed; fearful, however, 
that he might become ill and that 
physicians would have no reference in 
which to find a cure for him, he spared 
all the medical books. One of the 
manuscripts so spared was the Hoang- 
Ty-Mi-King in which the third chap- 
ter was devoted to venereal diseases 
and gonorrhea. The latter was de- 
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scribed as being produced by ‘the 
contact of the male with a morbid 
material exhaled from the genital or- 
gans of the woman at the period of 
menstruation.’ Here, too, prostitu- 
tion was considered a direct cause of 
venereal diseases. 

From the Greeks to the present, the 
false modesty, mysticism, and ig- 
norance surrounding the disease have 
gradually disappeared, but much still 
remains. Galen, the Greek physician 
of the second century A.D., named 
gonorrhea from the Greek, meaning 
“flow of semen.” Only in the middle 
ages was the contagiousness of gonor- 
rhea generally suspected. Its confusion 
with syphilis remained, for John 
Hunter in the late eighteenth century 
inoculated himself with the discharge 
of an urethral chancre, thinking it a 
gonorrheal discharge. This error con- 
tinued the state of confusion until the 
middle of the nineteenth century. At 
that time, Ricord, the great French 
physician, led the world in separating 
these two diseases; but Hodge, in 
1860, wrote a treatise on diseases of 
women in 1860, in which there was no 
mention of gonorrhea. Bermutz and 
Goupil reported the first case of gonor- 
rheal infection of the oviducts in 1857. 
It remained for Neisser to settle the 
entire controversy by his discovery of 
the gonococcus in 1879.” 


DEFINITION AND ETIOLOGY 


Gonorrhea is an inflammation of 
the mucous membrane or lining of the 
genital tract, due to the presence of 
a tiny germ, the gonococcus, which is 
usually acquired through sexual con- 
tact with one who is already infected. 


2M. Leopold Brodny, “The Flow of Seed in An- 


tiquity,” Transactions of Amer. Neisserian Med. Soc., 
p. 7, May 18, 1936. 
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Synonymous with this term, gonor- 
rhea, are such names as “strain,” 
“leak,” “running” and “claps.” It is 
characterized by a discharge of pus 
from the urinary canal in the male, 
and in addition the vagina in the fe- 
male, and is accompanied by various 
disturbing symptoms in the act of 
urination, by certain manifestations 
in the general system, and by spread 
into all of the genita) organs. 

It is universally agreed that the 
gonococcus is the causative factor in 
the production of gonorrhea. That 
gonorrhea can be acquired only 
through actual contact with an al- 
ready existing gonococcal infection 
must be accepted as a fact. There is 
abundant evidence to prove that in- 
dividuals, particularly women, may 
be infected and remain infectious in- 
definitely without ever being aware 
of it. Among all males and adult fe- 
males, gonorrhea is the result of sexual 
contact with an infected individual. 
Asexual transmission is frequently 
claimed, as from public toilet seats, 
the common bath towel and other 
inanimate objects. Such modes of in- 
fection do undoubtedly occur among 
female children, but they are ex- 
tremely rare among adults. Infection 
in the new-born infant is due to direct 
or indirect contamination with in- 
fectious maternal vaginal secretions. 

Prostitution plays an important 
part in the dissemination of gonor- 
rhea. No stratum of society is favored, 
for cases are described from the low- 
liest laborer to the most erudite. The 
male child shows the least infection. 

Whereas the smear or stained prep- 
aration is customarily depended upon 
for the differentiation of the gono- 
coccus from other organisms, the 
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present culture methods® of identi. 
fication are proving of greater value, 
particularly as applied to the female 
secretions. 


CoURSE AND EXPECTANCY 
or TREATMENT 


Once the gonococcus has gained 
entrance to the urethra, it multiplies 
and extends over the surface of the 
entire canal penetrating deep into the 
tissue at vulnerable points between 
the cells where the organisms grow, 
liberate their toxins and initiate pro- 
tective inflammatory reaction.‘ The 
average time necessary for this re- 
action is from three to seven days, 
though occasional instances of one to 
fourteen days have been reported, 

The course of gonorrhea untreated 
and uncomplicated in the male may 
be represented graphically by a grad- 
ual ascending curve to a peak of maxi- 
mum severity Just below which it is 
maintained for a variable period be- 
fore its more gradual decline toward 
normalcy. The onset is characterized 
by a tickling or irritating sensation 
near the opening of the urinary canal 
which is followed by a slight burning 
or smarting on urination. The meatus 
becomes reddened and between its 
swollen lips may be seen a bluish dis- 
charge. During the hours and days 
which follow, the discharge becomes 
thicker and of a yellowish hue, the 
lips become swollen and pain on 
urination extends over a longer area, 
erection becomes painful, and later 
frequency, urgency and post-urinal 
pain and bleeding tell of extension 


3C. M. Carpenter and S. L. Warren, ‘‘Isolation of 
Gonococcus and Determination of Thermal Deat 
Time, Its Application to Fever Therapy.” Transactions 
of Amer. Neisserian Med. Soc., p. 28, May 18, 1936. 

4 P. §. Pelouze, Gonorrhea in the Male and Female, 
Baltimore: W. B. Saunders Co., 1932, p. 67. 
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throughout the entire length of the 
urethra. This point of maximum in- 
tensity of the infection is reached be- 
tween the second and fourth week. 
The stationary stage begins after sub- 
sidence of the severe symptoms just 
outlined. This stage may consume 
many weeks in which there is an 
active, pussy discharge from the 
canal, associated with no other symp- 
tom except painful erection and even 
this may be absent. The declining 
stage begins with disappearance of all 
symptoms and decrease in the thick- 
ness and the amount of the discharge. 
The urine gradually becomes clearer 
and the intervals between the act of 
urination are longer. 

Complications may occur during 
any stage of the disease from exten- 
sion of the infection into the ducts 
which enter the urinary channel, or 
by invasion of the organism into the 
circulating fluids of the body to be in 
turn implanted in some distant sus- 
ceptible tissue. When return to nor- 
maley is delayed too long by com- 
plications or lack of natura) curative 
powers, the disease becomes chronic. 
Stricture, which is narrowing of the 
urethral canal, is insidious and pro- 
duces obstructive damage to the en- 
tire urinary tract, finally causing 
functional damage to the kidneys. 
This takes considerable toll directly 
and indirectly by predisposing to in- 
fection and lowering needed vital re- 
serve in case of intercurrent disease. 

Treatment is good when it will 
shorten the course and reduce the in- 
tensity or peak of the curve of the dis- 
ease; permit the disease to run un- 
marred by complications, and without 
anxiety and discomfort. The treat- 
ment of gonorrhea has failed to pro- 
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duce a specific drug or line of therapy 
which will readily cure or control its 
spread, yet nearly all males can be 
completely cured! if factors which in- 
fluence the course of the disease are 
understood and encouraged to func- 
tion. These factors are favorably in- 
fluenced by the patient’s cooperation 
and avoidance of sexual excitement 
and abstinence from alcoholic bever- 
ages. It is further advantageous that 
the patient be mentally composed, get 
an average amount of rest, and above 
all maintain a continuity of treatment 
appointments. Once the responsibili- 
ties of the patient have been estab- 
lished and cooperation is assured, 
the aim of the physician is to gently 
encourage urethral drainage, noting 
the progress of the infection by study 
of the urine in at least two glasses. 
Satisfactory treatment results when 
the disease is eradicated without in- 
volvement of other genital organs 
than the urethra and prostate. 

Many infections are confined to the 
urethra alone in cooperative individ- 
uals who secure prompt efficient treat- 
ment. In these patients complications 
do not occur. About six to eight weeks 
are required to establish normalcy in 
the group. It is a fact that many seek 
competent medical service after fol- 
lowing the advice of an unfortunate 
friend or after visiting a charlatan or 
quack. The average patient in this 
group requires more than twice as 
much time to cure. Non-cooperative 
and poorly-treated patients develop 
many complications which may not 
be relieved until a proper, sane rou- 
tine is established.’ Many of these 
cases require over three years to cure. 
oem Pelee ‘‘Modern Clinical Management of 


Gonorrhea.”’ Proceedings of Conference on Venereal 
Disease Control Work. Supplement No. 3, p. 29, 1937. 
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In the female the symptoms vary 
considerably. There are some who ex- 
perience almost no local subjective 
symptoms in acute gonorrhea and 
others who are victims of an attack 
with almost unbearable discomfort 
and pain. Since the most frequent 
point of primary infection is in the 
urinary canal, by far the greater num- 
ber experience urinary symptoms. 
There is usually a burning sensation 
at the opening of the urinary canal 
with a feeling of heat and discomfort 
just within the genitals. Because the 
urinary canal is so short in the female, 
the inflammation quickly extends to 
the neck of the bladder and frequency 
of urination, pain on urination and 
sometimes blood at the end of urina- 
tion may ensue. There is a discharge 
of pus from the red, swollen urinary 
canal opening. There may be slight 
fever. If there is no further extension 
of the infection, these symptoms 
gradually subside so that by the end 
of the second week the discomfort 
ceases and the evidences of inflamma- 
tion become progressively less. As in 
the male, the disease spreads. Various 
glands in the genitals may share in 
the infection and may become red, 
swollen and finally form abscesses 
with greater swelling, pain and fever. 
An acute inflammation of the lining 
of the neck of the uterus or womb 
very commonly produces no subjective 
symptoms other than a rather profuse 
vaginal discharge which may be 
tinged with blood. 

The vagina and uterus resist in- 
fection successfully as a rule for a 
long time. Extension to the Fallopian 
tubes is a complication of the most 
serious moment, for this often results 
in occlusion of the lumen of the tube 
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rendering it impassable to the sperm 
and egg which meet and join here in 
the Fallopian tubes to produce the 
first step of pregnancy. This com- 
plication is very common. It not only 
menaces her comfort and destroys her 
fertility, but it is a threat against her 
life. It is characterized by low ab- 
dominal pain and tenderness, fever 
and prostration. Its course may ex- 
tend into many weeks of invalidism. 
Recurrences on the slightest provoca- 
tion direct too many women pre- 
maturely to radical surgical relief. 
The gonorrheal infected woman has 
been the source of greatest lethargy. 
Our great gynecologists are interested 
in the more gigantic problems of the 
specialty and as yet there is not re- 
corded a definite outline of expec- 
tancy from treatment,® nor is there 
unanimity in outline of the prin- 
ciples of treatment. It is a fact that 
many women are cured by systematic 
cooperation with the physician over 
an indefinite period when the infected 
ducts are explored and treated in- 
dividually. The great handicap to 
therapy in women has been the un- 
reliability of stained smears. Now 
that cultural methods have been 
shown to be practicable,’ their use is 
imminent in reawakening the pro- 
fession to its duty to the mothers and 
prospective mothers of the world. 
The recent addition of heat ther- 
apy® to the armamentarium has cre- 
ated quite a furor in some sections. 
Under very careful supervision, diffi- 
cult, complicated cases have been se- 
lected for treatment by this method 


*D. P. Murphy, “Report of Female Clinical Com- 
mittee,”’ Transactions of Amer. Neisserian Med. Soc., 
p. 55, May 18, 1936. : 

7 Hans Zinser, ‘“To What Extent Can a Bacteriolo- 
gist Contribute to the Control of Venereal Disease? 
Transactions of Amer. Neisserian Med. Soc., p. 40, May 
18, 1936. 
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with gratifying results. The consensus 
is, however, that these fever therapy 
machines are not to be used outside 
of the experimental laboratory.? The 
more recent advocacy of serum ther- 
apy has been acclaimed because anti- 
bodies which have been developed in 
the horse are injected into the blood 
ready to destroy the toxins of the 
gonococcus.® Case reports are too few 
and the results are not sufficiently 
striking for fair evaluation. 

The course of gonorrhea in the fe- 
male child is usually protracted 
though its severity is not often great 
and its complications rare. The in- 
volvement differs from that in the 
adult for here the vaginal lining is the 
seat of the infection, while in the adult 
the vagina is rarely involved. Fre- 
quent, painful urination over a ten- 
der, irritated vulva and vestibule is 
the height of discomfort. Gentle, local 
applications have continued to be the 
sheet anchor of treatment.!° Its effec- 
tiveness is valuable but elimination of 
the gonococcus has too often been de- 
layed until the child reaches puberty 
for it to be acclaimed. Therapy aimed 
at maturing the lining of the vagina 
prematurely has been too recently 
introduced to prove its worth." 


PROPHYLAXIS 


The fact that gonorrhea infects all 
strata of society emphasizes the ne- 
cessity for satisfactory means of pre- 
venting its spread by simple measures. 
Where the protective sheath is not 
used, prevention must be effected by 


8 N. A. Nelson, ‘‘Public Health Control of Gonor- 
thea, Proc. Conf. on Venereal Control. Supplement 
No. 3? 120, 1937. 

*T. Anwyl Davies, ‘‘Treatment of Gonorrhea with 
Specific Antitoxin.” British Med. Jour. Feb. 13, 1937. 

 B. Buckley Sharp, ‘‘Vulvovaginitis.”’ British Jour. 
Ven. Dis., London, 6: 301 (1930). 

‘Robert M. Lewis and Eleanor L. Adler, ‘‘Gonococ- 
cal Vaginitis,” J. Amer. Med. A., 166: 2054, Je 1936, 
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chemical means.” The record of the 
Army and Navy over the past twenty- 
five years is cited to show the effect of 
compulsory routine chemical prophy- 
laxis. Since its introduction, the rate 
of gonorrhea has been decreased 75 
per cent in the Army, from 91 to 22.5 
per 1,000 enlisted for 1910 and 1934, 
respectively. The reduction in the 
Navy for the same period was from 
103.9 to 56.07 per 1,000 or 46 per 
cent. It has been found that chem- 
ical treatment following exposure is 
effective in direct proportion to the 
interval of time between the exposure 
and the treatment, the ‘perfect’ 
period being within four hours. 


INCIDENCE 


The incidence rate of gonorrhea is 
the number of patients infected each 
year expressed per 1,000 population. 
The statements regarding incidence 
recorded here as well as those con- 
cerning prevalence to follow, are to 
be considered a minimum estimate, 
for no interpolation is included for 
that large group, estimated to be as 
high as 43 per cent,'* which undergoes 
cure by self treatment or remains 
away from a legitimate source of 
treatment. Studies in large cities have 
shown that one-half to two-thirds of 
those infected seek treatment first 
from the drug store. Further, it is 
the general experience that the diag- 
nosis of female gonorrhea has been so 
difficult and time consuming, that it 
is frequently missed or not sought. 

12 Walter Clark, ‘Typical City Program of Com- 
foremas on Ven, Dis, Control. Supplement No: 3, p. 28, 
1937 

13 U. S..Navy Annual Report 1936, p. 63; U. S. Army 
Annual Report 1936, p. 34. 

“ E, Bruusgaard, Arch. f. Dermat. u. Syph., 166: 
730 (1982). 


N. A. Nelson, ‘‘Public Health Control of Gonor- 
di: f on Ven. Dis. Control. 





rhea "° Py gs O} « 
Supplement No. 3, 1937. 
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State laws have required physicians 
to report to the local, county or 
state public health departments the 
existence of every infectious disease. 
There is full cooperation where the 
disease is measles, scarlet fever, or 
diphtheria. Even tuberculosis has 
reached a state where it is a disease 
and not a disgrace, and therefore, it is 
reported without prejudice. The in- 
fectious diseases of the genitals, called 
venereal diseases, are still veiled in 
the stigma of moral turpitude and are 
therefore not reported because the 
physician believes revelation is a 
surrender of certain professional con- 
fidence. Where the reporting of cases 
is impersonal and where names are 
reported to State centers instead of 
local health officers, cooperation is 
more satisfactory.“ The few com- 
munities which initiated effective 
investigation of contacts and forced 
treatment of delinquents soon be- 
came so overworked that lethargy 
ensued. The rate per annum from the 
State departments of health over a 
five year period has averaged 1.2 per 
1,000 population.'* 

The other source of reliable inci- 
dence rates is obtained from surveys 
of communities invited by the local 
medical society sponsored by the 
United States Public Health Service 
in cooperation with the state health 
officer and the Social Hygiene So- 
ciety.!7 These are made by question- 
naire to all legitimate sources of 
treatment to determine the preva- 
lence on a single day and to deter- 
mine the number of new and old 


ine Report of State Public Health Depts. 1930 to 


WY, J: Usilton, ‘‘Trend of Syph. and Gonorrhea in 
US. Boot on Treated Cases,’’ Ven. Dis. Information, 


cases which seek treatment for the 
first time during the month of the 
study. Reports for the one-month 
studies are multiplied by twelve to 
arrive at the annual rate. Surveys 
have been made from 39,000 treat. 
ment sources charged with the health 
of approximately 29,000,000 people 
in the United States. These have 
been in some instances state wide, 
others have been limited to rural 
communities including mining, lum. 
ber and agricultural regions, and 
still others to cities of all sizes. The 
incidence rates noted below are a 
result of the study of medical sources 
charged with the health of 14,000, 
000 population. 

There are 8 per 1,000 population 
who seek legitimate medical advice 
during a year for relief of acute gon- 
orrhea. There are, in addition, 4 
others per 1,000 who seek medical 
advice for the first time after the 
gonorrhea has become chronic. Thus 
the total annual incidence computed 
upon a rate of 12.3 per 1,000 popu- 
lation in the United States is 1,037,- 
000 cases of acute gonorrhea. 

Forty-one per cent of the physicans 
treated 64 per cent of the 224,000 
venereal cases, of which gonorrhea 
was present in 100,581. The tendency 
to seek private treatment when acute 
gonorrhea is present is shown by the 
fact that 81 per cent of the white 
patients and 66 per cent of the Negro 
patients reported first to the private 
physician, while in chronic gonor- 
rhea 70 per cent and 65 per cent of 
Negroes and whites, respectively, did 
similarly. 

From a smaller and therefore less 
reliable study the total combined 
annual incidence rate is computed to 
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be 16.6 per 1,000 population."’ This 
study reveals the proportion of Negro 
infection to white. Among the males 
applying for treatment when the in- 
fection is acute the rate is 18.8 for 
the Negro and 17.2 for the white, 
while the chronic is represented by a 
rate of 5. for the Negro and 2.9 for 
the white. The mean rate of 16.6 is 
composed of a Negro rate of 21.6 and 
a white rate of 15.8 per 1,000. It is 
thus gained from this smaller study 
that there are 5 more cases of gonor- 
rhea for each 1,000 population among 
the Negro than occur among the 
white. 

From a recent study of surveys in 
fifteen cities,!® varying between 15,000 
and 1,200,000 population, the inci- 
dence rate was found to be 17.6. The 
findings in these cities have been tab- 
ulated from the viewpoint of, white 
and Negroes; acute and chronic gon- 
orrhea; and male and female. Some 
of the interesting data contained 
therein follow: 1. The Negro, both 
male and female, seeks treatment 
later than the white. 2. The Negro 
gonorrheal infection rate among males 
when compared to the rate among 
male whites is found as follows: a. 
Five Negro to two white in Balti- 
more; b. About equal in Cleveland; 
c. One Negro to two white in Padu- 
cah, New Orleans, and Birmingham; 
d. One Negro to five white in Peoria 
and Texarkana. 3. The female gon- 
orrheal rate among Negroes com- 
pares to the white as follows: a. Five 
Negroes to one white in Baltimore; 
b. Three Negroes to one white in 
Dallas, Decatur, San Francisco, and 
Wheeling; c. Two Negroes to one 

18 Personal Study of Unpublished Record Compiled 


by Miss oe ie of U.S. Public Health Service, 
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white in Charleston; d. About even 
in Huntington; e. The Negro rate is 
less than white in Paducah, New 
Orleans, Eldorado and Lexington; 
f. One Negro to two white in Bir- 
mingham and Texarkana. 


PREVALENCE 


Prevalance is that amount of gon- 
orrhea estimated to be present on 
any day of the year. The method of 
estimating this figure is based upon 
a one-day census of the sources of 
treatment in a given community. 

Of thirteen cities'!? of more than 
100,000 which were studied, seven 
had a higher rate among whites. The 
rate was determined to average 4.7 
cases of gonorrhea per 1,000 popu- 
lation among the whites and 5.6 
among the Negro. The total average 
was 4.9. Among seven smaller cities 
having a population between 50,000 
and 75,000 the rate was found to 
increase to 5.4 per 1,000 population. 
Attention is directed to the fact that 
in only one of these cities did the 
Negro rate exceed the white rate. 
The total comparative rate was 4.0 
and 5.7 per 1,000 population for 
Negro and white, respectively. When 
nine cities having a population less 
than 50,000 were studied, five had 
higher rates among Negroes, though 
the final average revealed 6.5 and 
6.8 per 1,000 population for Negroes 
and whites, respectively. The general 
average among these twenty-nine 
cities with populations of nearly 
6,000,000 was 5 per 1,000 population, 
—rate of whites being 4.9, and Ne- 
groes, 5.6 per 1,000 population. 

Casual survey of the above preva- 
lence rate suggests reversal of the 
general impression that the more rural 





372 


the population, the less the prevalence 
rate of gonorrhea. We see the rate 
increase from 4.9 in the larger cities 
to 5.4 in the smaller, and finally to 
6.7 in the small cities. It is a fact that 
many of the rural patients seek treat- 
ment in the urban centers where 
treatment facilities are better and 
more “private.”” Though the record 
of the Army and the examination of 
draftees for the World War seem to 
distribute venereal disease about 
equally among urban and rural popu- 
lations, there still is evidence that 
gonorrhea is more prevalent among 
rural communities as indicated by 
the ratio of 109:100.!° 

The total prevalence rate of gonor- 
rhea based upon a study of 29,000,000 
population’? in the United States 
was determined to be 3.9 per 1,000. 
The Negro rate was 3.4 while the 
white rate was 4.0 per 1,000. The 
male rate is nearly three times the 
female. An estimation of the total 
prevalence under treatment daily is 
493,000 cases. 

Analysis of the St. Louis study*® in 
which the marital state was revealed 
among Negroes and whites shows 
that about 70 per cent of the men, 
equally divided between the races, 
were single and that 65 per cent of 
the Negroes and 60 per cent of the 
whites were single. 

The only reliable data on the age 
of initial infection is obtained from 
two very old reports, one a study of 
four Southern states of 21,388 cases 
reported to the State Boards of 
Health; the other, from a similar 





19 Albert G. Love and Chas. B. Davenfort, Defects 
fut in Drafted Men. U.S. Govt. Print. Off., p. 353, 


3 Taliaferro Clark and x a Usilton, Ven. Dis. In- 
formation, 2: 337, Ag 20, 193 

a1 Thos. J. Le Blane, Ven. Die. Incidence at Different 
4m in Certain Southern States, U. S. Govt. Print Off., 
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source in Indiana” which concerned 
8,413 cases. A more recent report 
from the Massachusetts Board of 
Health* involving an analysis of 
100,879 cases of gonorrhea reported 
in the past seventeen years is algo 
used. The first source is broken 
down racially. Infections are seen to 
take place early in the young adult, 
the peak being younger in the female 
than in the male. All agree that the 
highest rate of infection for the male 
is 23 years, but the first and second 
source place the age for the female 
at 22 and 18 years, respectively. The 
Massachusetts report places the peak 
between these ages. 

The gonorrheal rate under 15 years 
of age is represented largely by the 
innocent vulvovaginitis of the female 
child to the extent that it is about 
ten times more frequent among the 
female in the Southern reports and 
eighteen times the male rate in the 
Massachusetts study. The Negro is 
higher in this group. The Massa- 
chusetts study reveals that though 68 
per cent of each sex are infected be- 
tween the ages of 15 and 30 years, 
one-half of the males of this age or 
more than one-third of all males in- 
fected are infected during the 20th 
to 24th years. Nearly one-third of 
all female infection occurs before the 
20th year, and indeed, one-fifth of it 
occurs during the 15th to 19th year. 
In this latter age group, the female 
rate is more than twice the male rate. 

Where it is possible to break down 
the study into white and Negro, there 
is evidence that the Negro male 
reaches the highest infection peak 
about one year earlier than the 


” Mary L. King and Edgar 8 Sydenstricker, ‘Ven. 
Dis. Incidence at Different Ages," ublic H: Report, 
Us. ah Print. Off. Dec. 2 1920. 

Nelson, “ ae” The Milbank Memo- 
rial ad pee me ng 14: (No. 4), O 1936. 
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white, and the Negro female has her thing sexual has fallen under the 
peak later than both the female taboo of the religious tradition and 
white and male Negro. The marital sexual morality under which we live. 
state lowers the peak in all groups In the pious mind, sex and sin go 
below 20 years. The married female hand in hand, and inasmuch as gon- 
white under twenty has the highest orrhea is usually acquired through 
rate of any age group,—being twice lust of the flesh, it is for that reason 
that of the married male white, four deemed unworthy of the sympathetic 
times that of the single female of the consideration accorded the respec- 
same age group, the Negro and white table diseases. The public’s ignorance 
of this group being about equal; and regarding gonorrheal infections is 
it rates 3 to 2 for the married female most appalling. Consider the secre- 
Negro of the same age. The married tiveness which has attended this 
in the male groups below 35 years of disease! It has been discussed in the 
age have a higher rate than the single, softest whispers generally, and in 
but the decreased rate among the fe- ‘‘polite society” not at all. It has 
male married begins at 25 to be less been only with the recent definite 
than the single. stand taken by the Public Health 
On reviewing the present position Service that gonorrhea has been 
of gonorrhea in the world today, the brought to the foreground. 
following is noted: (1) In Englard How can the public, how can a 
and Wales“ there has been no decline nation have any knowledge of the 
in the number of cases since 1923. aspects of a disease about which it 
They have increased from 1920 to knows absolutely nothing! The 
1934. (2) In Denmark®® where the causes, the dissemination, the modes 
terrific onslaught of the spirochete of transmission, all of which so 
has taken place there has been a_ vitally affect the health of a nation 
continuous decline in the prevalence at large, have been relegated to a 
of gonorrhea from 1919 to 1933 in chosen and select few. Various dis- 
the metropolitan areas only. (3) In eases have been discussed in public 
Germany,”* Norway?? and Sweden** meetings, on the radio, from the 
the prevalence is unchanged, as in pulpit, but this disease which ef- 
the United States. fects so great a toll has been kept 
R entirely in the dark. 
EASONS FOR PREVALENCE : sia 
Gonorrhea as a social problem could bee —_— phn 
Scaieiaid caahs neadeniin-conede tial ducive to its spread, for, first, even 
siderably cindiatieds the Mae spi prsasipecdios ane ae — 
its ravages, were it not patie f any Semaine Nile <tr, bw — 
thet it ’ di € tact fected is capable of transmitting the 
it is a sexual disease, and every- gisease to sexual partners, and second, 
4 Chief Med. Officer's Report, ‘Health of England after disappearance of the acute sub- 
ne capers Te Tee eee ject toms and later cessation 
is and Gonorthes fa Denmark, Bull Boo: rane de ey sactive eyiden “oe 
dermat. et. syph., Paris, 1933, XL, 926. of objective evidence of the disease, 
Weknachr.. 100: 465 Ap Wh) 1905." Pmt the patient is often lulled into a 
27 Letter from No hog by A New York a ; i i 
143: 263, Mr 1936, 0” (New York), false sense of security which stimu- 


** Einar Rietz, ‘‘The P: ti f Ven. Dis. i . i 
Sweden,” Amer. J. Pub. Health (N.Y.),26:357, Ap 1936. lates sexual indulgence as an experi- 
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ment to test the apparent cure. This 
too frequently results in new infec- 
tions of the partner and reactivation 
of latent infections. 

Prostitution, while probably not 
as large a factor in the prevalence of 
this disease as of old, is still an im- 
portant entity. Statistics disclose 
that 65 to 95 per cent of all prosti- 
tutes examined are infected with 
gonorrhea.22 With this enormous 
group plying their trade far and wide, 
often migrating from city to city 
when large groups of men change 
their locations, there is no wonder 
that gonorrhea is so widespread. 
State laws are often strict in the 
forbidding of “drug store” treatment, 
but it is a matter of fact that patients 
apply for drug store remedies sold 
over the counter two and one-half 
times as often as they seek treatment 
from a legitimate practitioner.*° It 
can be safely stated that about one- 
third of the cases are self treated by 
patent medicines available at drug 
stores.*! As a result of such practices 
these persons fail to get real, scien- 
tific diagnostic study and are under 
absolutely no control during the in- 
fectious stages. Of similar importance 
are the quacks and charlatans with 
their various nostrums. These men- 
aces not only use medicines which 
actually harm the patient, but also 
have no means of controlling the 
infectious period. 


SocroLoaicaL ASPECTS 


Unfortunately, the social service 
aspect of gonorrhea has not been 
emphasized. To adequately control 


29 Ada C. McDermot, ‘‘Prostitution,’’ Quart. Bull. 
W. Va. State Dept. of Health, 18: 37 (1931). 

30 P, S. Pelouze, Modern Urology, Hugh Cabot. 
Phila.: Lea and Febiger, Vol. I, p. 251, 1936. 

51 See Footnotes Nos. 30 and 8. 


THE JOURNAL OF NEGRO EDUCATION 


the disease and prevent its wide. 
spread dissemination, the social sery. 
ice worker connected with the va- 
rious clinics and hospitals should 
make efforts to follow up cases delin- 
quent in treatment and to seek out 
and have report for treatment all 
contacts involved. Unless this is done, 
these contacts can continue the spread 
of the disease even though the part- 
ners are under treatment. 

In the production of blindness, 
gonococcal infection stands high. 
Gonorrheal infection of the eye in 
the adult is not rare. It is produced 
by carrying the infectious discharge 
to the eye either by hand or through 
instruments, linens, etc. In infancy, 
the infection usually is derived at the 
time of passage through the infected 
vaginal canal of the mother, or 
shortly after birth, through con- 
tamination by dressings, towels, or 
the infected hands of doctors or 
nurses. 

In the report of a series of 3,586 
cases of pregnancy with gonorrhea, 
84 were treated with the result that 
there was no eye infection in the 
baby.*? The Crede method of pre- 
vention has reduced new admissions 
to institutions for the blind 73 per 
cent between 1908 and 1932.% In 
Virginia during thirteen years before 
1918, twenty-four blind ophthalmia 
neonatorum cases (blindness due to 
gonorrheal infection) were admitted 
to the state school for the blind. 
From 1918 to 1929 only two were ad- 
mitted and they were born before 
the compulsory law of 1918. In 


2 J, B. Bernstine and M. A. Castallo, ‘‘Gonorrhes 
in Pregnancy, Its Relation to Ophthalmia Neona- 
torum,” Med. Recurd (N.Y.), 141: 97, Ja (16) 1935. 

33 Wm. F. Snow, “Social Hygiene and the Preven 


tion of Blindness,” Sightsaving Review, 2: 28 (1932). 
« W. 8. Plecker, ‘‘Preventing Ophthalmia Neons 
torum in Va.,” Sightsaving Review, 2: 128 (1982). 
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1920, 3.3 per cent of all blindness 
was due to gonorrheal infection.® 

It is undoubtedly true that more 
than 50 per cenit of all gynecologic 
surgical operations are the direct or 
indirect result of gonococcal infections 
and that 40 per cent of all female 
sterility is due to gonorrhea. One- 
child sterility is invariably caused by 
a gonorrheal infection of the woman.” 
In France, of 10,000,000 families, 
2,000,000 are childless and of this 
number 1,000,000 childless families 
have resulted from gonorrhea in the 
female.*”? The one-child sterilities are 
not included in this estimation. 

In the female, childlessness most 
frequently depends upon metritis 
(inflammation of the womb), cer- 
vicitis (inflammation of the neck of 
the womb), and salpingitis (inflam- 
mation of the tubes which connect 
the womb and ovaries). Abscess in 
the pelvis, peritonitis (inflammation 
of the apron-like covering over the 
organs inside the abdominal cavity) 
and septicemia (blood poisoning) are 
the usual labels borne by gonorrhea 
as the grim reaper. Gonorrhea, by 
sterilization and abortion, does more 
to depopulate the world than any 
other cause. 

In the male, sterility most com- 
monly is produced as the result of 
epididymitis (inflammation of a nar- 
row canal which leads from the testi- 
cal); latent gonorrhea of the prostate 
(a gland found in men and located at 
the neck of the bladder) and seminal 
vesicles (two reservoirs for seminal 
fluid located on each side of the 
prostate) may accomplish sterility 


: 5 U.S. Census Report, 1920. 
Taliaferro Clark, ‘‘Control of Gonorrhea,” Ven. 
«Chas, GN Sept. 1931, U.S. 
WB. as, Norris, Gonorrhea in Women. Baltimore: 
Saunders Co., 1913, p. 127. 
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through infection and deterioration 
of the seminal fluid. Of all childless 
marriages, the husband is sterile in 
about 40 per cent of the cases, and 
of these, gonorrhea is responsible for 
sterility in about 60 per cent of all 
cases.*8 

Following gonorrhea, especially in 
those cases not completely rid of the 
infection, sexual function is a fre- 
quent sufferer. There may be lack of 
sexual desire, or a partial or complete 
loss of potency. Erections may be 
incomplete or absent entirely; coitus, 
when it is possible, is accompanied 
by premature ejaculation. Involun- 
tary emissions occur frequently and 
cause considerable mental anguish 
and physical exhaustion. 

Arthritis, as a sequel, results from 
an invasion of the blood stream by 
the gonococcus or its toxin (a sub- 
stance elaborated by the germ). The 
organs from which the infection 
comes are usually the prostate and 
seminal vesicles. Arthritis is the most 
damaging and maiming complication 
of gonorrhea and occurs in from 2 to 3 
per cent of the cases and may be fol- 
lowed by permanent stiffness of the 
affected joints.*® 

It is universally agreed that sexual 
neuroses in the male are most com- 
monly due to some diseased condi- 
tion in the genital tract. Strong men 
are often rendered weak, decrepit, 
and unable to work. The prime symp- 
tom is a feeling of mental depression, 
lassitude, and weakness associated 
with fleeting pains in various parts of 
the body. Loss of appetite, sleepless- 
ness and general indifference are 


‘Male Sterility,’’ International 


38 Abr. L. Wolbarst, ‘ 
Clinics, 4: series 35, 1925. 
39 Abr. L. Wolbarst, » Gonoeoccal Infection in the Male, 


Mosby Pub. Co., 1930, p. 13 
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common. Pains are usually referred 
to parts of the genital tract, though 
these pains are more an annoying 
sensation than an actual pain. In- 
somnia is often followed, when sleep 
does come, by unpleasant dreams, 
which result in the patient’s rising 
tired, unrefreshed and ready to begin 
another day with pains, aches, and 
brooding. It is to be noted that these 
pains do not persist at night. The 
sexual function, as described above, 
is a frequent sufferer. 


Economic Loss 


Goldberg*® has estimated that 
treatment of the average individual 
costs between $50 and $100. This 
estimate coincides with our impres- 
sion gained from a private practice 
of a low income group. Even when 
free clinic treatment is sought by one 
employed at a gainful occupation at 
small wages the time out of work for 
clinic visits will surely exceed the 
minimum stated. Aside from the ex- 
penditure of cash and the loss of time 
from work often necessary, the de- 
creased efficiency lowers production 
and increases liability to accidents. 

Everett" has estimated that one- 
half day per year for each male in the 
United States between fifteen and 
forty-five years of age is fair in ar- 
riving at the total cost due to loss 
from work—$84,000,000 for all ve- 
nereal disease. He tells of a corpora- 
tion which built a plant in the wilder- 
ness to house the employes and their 
families. When production showed a 
marked decline, medical examina- 


40 Jacob A. Goldberg, ‘Institutional Treatment of 
Gonorrhea in N. Y. City,’ Hospital Survey of N. Y. 
City, 1936. 

“Ray H. Everett, “An Overlooked Health Men- 
ace,”’ National Safety News, Feb., 1931. 


tions revealed that 10 per cent of the 
employes had venereal disease, and 
that 68 per cent of those on the sick 
list were similarly infected. A clinic 
for treatment was established which 
was soon followed by a return to the 
former efficiency of the plant. 

The only actual figures on the 
cost of gonorrhea in a group of the 
population is found in an analysis of 
the Army and Navy reports from 
1930 to 1934 inclusive.” The days 
of hospitalization due to gonorrhea 
in the Army and Navy each formed 
10 per cent of the hospital days due to 
all illness. Four per cent of the total 
Army admissions and 14 per cent of 
the total Navy admissions made up 
this 10 per cent. The expense for this 
total hospitalization averaged $1,217,- 
501 at a cost of $4.88 and $4.36 per 
day, respectively, for the Army and 
Navy. 


GENERAL CONCLUSION 


It can be seen that gonorrhea is 
not a peculiar element, magically at- 
taching itself to Negroes alone. On 
the basis of the facts, it is rather a 
regular disease, which may be fought 
by intelligent and _public-spirited 
methods. Negro education has a 
special duty in this regard: for it can 
supply a permanent light to take the 
place of the superstitious methods 
and the sporadic campaigns which 
have up to now checkered the treat- 
ment of gonorrhea. That light will 
shine out of the simple, undisguised 
appreciation of the facts presented 
here, and the courageous application 
of the lessons learned. 


42 Annual Reports of U.S. Army and Navy for 1990 
to 1934; Communication from Surg. Gen. of U.S. Navy 
to Surg. Gen. of Pub. Health. 
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THE INCIDENCE OF MENTAL DISEASE IN THE NEGRO 
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INCIDENCE 


According to Powell,! prior to the 
Civil War there were but 44 insane 
patients in the State of Georgia. With 
the advent of freedom insanity and 
tuberculosis increased among them 
with great rapidity. To this rise he 
attributed the freedom given them 
and its abuse by sexual debauchery 
and alcoholism, as hitherto they were 
too well controlled. These figures are 
shown in Table I. 

TABLE I 
Insanity AMonG NEGROES, 1860-1890 





Negro 
Pop. 


Year Insane Ratio 





1:10584 
1:4225 
1:1764 
1:943 


1860 
1870 
1880 
1890 


465 ,698 44 
545,142 129 
725,133 411 
858,815 910 





Campbell,? a contemporary in the 
discussion while admitting there was 
an increase disputed the accuracy of 
the original figures. He further showed 
that many defectives who once did 
odd jobs around the plantation, or 
were too old to take care of them- 
selves were now institutional cases, 
and therefore did not subscribe to the 
theory that freedom was the cause. 
Whatever may be the virtues of 
slavery it is sure the Anglo-Saxon 
race will never submit to it again 
since they were freed from Roman 
dominance* about 446-47 A.D. for 


1 Theophilus Powell, ‘‘The increase in Insanity — 
reulosis in the Southern o Neato since 1860,’’/, 
Amer. Med. A. 27: 1185, N 1 
* Dr. Campbell: 
§ William Lyons Cross: History of England and Great 
Britain. New York: Macmillan Co., 


loudly do they sing “Britains never 
shall be slaves” and one might add 
“again.”’ Smith* showed that whereas 
from 1910-23 the general Negro popu- 
lation had increased only 8.2 per cent 
insanity increased 46 per cent. To this 
he ascribed the great disparity in edu- 
cational opportunities between whites 
and colored—pointing out the Negro 
schools ran as low as 2 months in some 
areas and as high as 7 in but a few. 
Basing his study on first admissions 
for the years 1929-31 inclusive, and 
also on the basis of per 100,000 of 
population Malzberg was able to show 
there was a higher incidence of men- 
tal disease among Negroes than 
among whites for this period in New 
York state. These figures are given 
in Table II. 


TABLE II 


NEGROES AND WHITES First ADMISSIONS 
to AuL INsTiITUTIONS FoR MENTAL 
DISEASE IN StTaTE oF New York 
During Fiscat YEARS, 

1929-31, INcLusivE® 








Per 


Number 100,000 





150.6 2 
73,7 1 


Negro 
White 


1,841 
26, 765 














Malzberg’s figures must be further 
evaluated in view of the fact that a 
large number of white physicians in 
this state are engaged solely in the 
practice of psychiatry. Only when 
these patients fail to recover or fall 
into the indigent group that the Ne- 

‘ Alan P. Smith: ‘‘Mental Hygiene i in the American 
Negro’ J. Nat. Med. Assoc. 23: (No. 1) Ja-Mr 1931. 


5 Benjamin Malaberg, ‘ ‘Mental Disease Among Ne- 
groes in N.Y. State’ Human Biology 7: 471, D 1935. 
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TABLE III 
Patients IN HospiITaL FOR MENTAL DISEASE IN 1910 AND 19235 











1910 


1923 





Color or Race Number 


Per 
Per cent 100,000 


Per 


Number 00,000 


Per cent 1 





174,224 92.8 
12,910 9 
166 3 

3 


Miscellaneous Group. . 491 


213.2 
131.4 

62.5 
334.3 


244,968 92. 
20,084 

244 

533 


259.8 
192.0 
104.5 
295.9 








gro finds himself in, are they institu- 
tionalized. Secondly there are no 
known private institutions for Ne- 
groes probably for the same reason, 
while the same cannot be said for 
whites. Thirdly, there are several 
cases in which white families can very 
well afford to have taken care of at 
home, whereas in the Negro group 
hospitalization would be the rule. 
This thus resolves itself largely to a 
socio-economic factor. 

Pollock® stated that lower rates in 
the South were largely due to inade- 
quate hospitalization. May not a 
more homogeneous environment in 
the South despite its many inade- 
quacies, such as the white man too 
enjoys in the North where he is the 
majority, favor the lower rate? 

Patrick and Sims’ in a study of 
personality differences in Negro and 
white college students stated “The 
Negro in a Negro college situation 
answers the items in this personal in- 
ventory in a similar fashion to the 
white in his own college situation”’— 
showing definitely that the environ- 
ment can influence situations. On the 
basis of figures issued by the Depart- 
ment of Commerce? in 1923 the rates 


6 Horatio M. Pollock, ‘‘Mental Disease Among 
Negroes in U.S.,” State Hosp. Quarterly, 1: 48, N 1925. 

7 James R. Patrick & Verner M. Sims, ‘ ‘Personality 
Differences between Negro and white College Students, 
North and South,’’ Journal of Abnormal and Social 
Psychology, 29: 181, JI-S8 (1934). 

8 Patients in Hospital for Mental, Disease for 1928. 


for Negroes and whites for 1910 and 
1923 are given. These are shown in 
Table ITI. 

Here we see that while there has 
been a rise in both races that there 
was a slightly greater one for the Ne- 
gro than for the whites. At the same 
time a lower rate for Negroes than for 
whites is revealed. When separate 
states are studied we find some of the 
rates for Negroes were exceedingly 
high. Based on first admissions per 
100,000 of population the ten high- 
est rates are shown in Table IV. 


TABLE IV 


CoLor or RAcE oF First ADMISSIONS TO 
Hospirats FoR MeEntat DISEASE 
Durine 1922 witH 10 HiagHest 
Rates PER 100,000 








Per 100,000 
White Negro White Negro 


U.S. 65,000 5,896 6 56.4 
N.Dak. 233 8 36.4 1,713.1 
Mass. 4.745 135 296.9 
39 1 289.0 

1,023 16 232.5 

141 2 217.4 

3,727 80 

D. "699 185 
New York 8,230 324 
Illinois 5,445 281 
Maine "352 2 


State Number 





OPROONH ED OE 


152.7 





This table shows as stated pre- 
viously where the Negro was in the 
minority that a very few cases tended 
to distort the total rate tremendously. 
This was especially so in North Da- 
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TABLE V 
Cotor oR Race oF First ApMissions To HospiTaus ror Mentau Disease Durine 1933 
with THE 12 Largest Nearo RatEs IN THESE STATES PER 100,000 or PorpuLation 








Whites Negroes 





No. All 
States Classes 


Ratio Native 


Foreign 
No. Ratio 





No. 


Ratio 2 Ratio 





. 69,368 


5 

6 59 
9 712 
2 229 
6 6,254 
9 3,043 
2 253 
2 315 
2 176 
1 495 
4 616 
6 4,148 
6 129 


105. 
151. 
143 
130. 


ie) 
or 
w 


NAPMHWOWOD MARE 


1,307 
24 


00 09 CR OOO MT NI CO AID 
NONNHANNODoR 


149. 





kota with only a few cases and an 
unusually high rate and in Nevada, 
Idaho, Maine, and Washington. In 
only one state, Virginia, did this rate 
exceed in number 500, and then this 
represented only 73.5 per 100,000 
of population. 

The figures given by the Depart- 
ment of Commerce for 1933° based on 
first admissions showed a slight in- 
crease for Negroes over this 10 year 
period to about 1,500 and a decrease 
for whites to the extent of 4,000. But 
states the report further 
The fact that the ratio of admissions to 
State Hospitals to the population was con- 
siderably higher, in 1933 for Negroes than 
for native whites does not necessarily indi- 
cate that mental disease was more prevalent 
among Negroes than among native whites. 
Doubtless most of the Negro mental pa- 
tients were cared for in mental hospi- 
tals, while large numbers of the white pa- 
tients were cared for in private hospitals. 
This statement might be expanded 
further to admit there are not known 
tobe any private hospitals for Negroes. 

On the basis of first admissions for 


* Patients in Hospital for Mental Disease for 1933. 


1933 the states with the ten highest 
rates for Negroes per 100,000 of popu- 
lation is cited in Table V with cor- 
responding rates for whites. Here 
again as in the past we are able to 
show how states with small Negro 
population and but a few cases may 
very definitely influence the total 
rate as is seen in Idaho, Vermont, 
Maine, Montana, Oregon and Ne- 
vada. The high rate shown for New 
York is rather significant. During the 
depression period Negroes drifted 
from all over the country into New 
York state and this no doubt in- 
fluenced the rate there. Malzberg!® 
showed that for the fiscal years 1929- 
31 in New York state there were 
1,403 first admissions and of these 130 
were born in the state and 1,273 out 
of the state showing a ratio of 9.3 for 
native born to 90.7 for the migratory 
group. 

So far, therefore, socio-economic 
factors as noted by Frazier" and 


10 B. Malzberg: Am. J. Anthropology, 21: 107, Ja- 


Mr 1936. ae ‘ 
1B. Franklin Frazier, The Negro Family in Chicago 


(1932). 
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Rosenthal? have undoubtedly been a 
most determining factor in favoring 
the relatively high incidence for Ne- 
groes, and no less the sparsity of Ne- 
gro population in certain areas. 


AGE 


Rates for Negro and white patients 
according to the census report of 
1923" per 100,000 of population 
showed a rather early rise for the 
Negro, and whereas later both native 
and foreign white rates continue to 
climb the rate of the Negro remained 
more or less static, reaching its highest 
around 70 years. This is very im- 
portant in view of O’Malley’s" state- 
ment relative to the civilization of 
the Negro and that of the whites: 
Here these outcasts, unfit even to compete 
with these other uncivilized races were 
found by slave traders in the depths of 
savagery and suddenly transplanted to an 
environment of the highest civilization. 

. so that to preserve their existence in 
this environment ... they were forced to 
make the products of their mental and 
manual efforts equal to those of their com- 
petitors who had the advantage of thou- 
sands of years of civilization. 


How well they have succeeded minus 
this background spoken of by the 
author may further be seen in Table 
VI, as compared with those with 
European background. 

The high rate very early for the 
Negro may well be appreciated by his 
early disillusionment. He early has to 
face the tragic situation that irrespec- 
tive of his skill or training there are 
certain stereotyped jobs set aside 
solely for him. Must he give up his 
ideas and ideals and conform to the 


‘Racial differences in Mental 
Ji 1934. 


12 Solomon Rosenthal: 
Diseases,’’ J. or Necro Epucartion 3: 486, 
13 Patients in Hosp, for Mental Disease for 1928. 


4 ag pot Malley, ‘‘Psychoses in a Negro Race,”’ 
Insa 


Am, J nity, 71: 309, O 1914 
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economic and social pattern set for 
him, or must he continue to strive for 
something higher? Here, therefore, is 
the bridge he must determine whether 
he does or does not desire to cross, 
whether he will live in phantasy, 
make-believe, or accept the situation, 
For the whites no such problem exists 
as all may compete so that their high 


TABLE VI 


NuMBER OF PATIENTS IN HOSPITALS FoR 
Menta Disease, JANUARY 1, 1923, 
PER 100,000 or GENERAL PoruLa- 
TION OF SAME AGE, 

Cotor, Racr 





Whites 
Native 





Negro 
Foreign 





WHR HAA ROOOm DN 
ROO COR ROM NI O0m 


621. 792.0 





rate is all the more alarming. Bailey 
and Haber" in a study of 8,401 Ne- 
groes and 69,394 whites found a simi- 
lar high rate in young Negroes over 
that of whites at 20-24, whereas 
around 35-40 the Negro rate was one- 
third less than that of whites. This 
would no doubt be strong evidence 
that by middle life the Negro will 
have effected adjustment to the situa- 
tion in which he found himself 
whereas the whites facing old age 
with no adequate protection would 
probably be experiencing new prob- 

146 Pearce Bailey & Roy Haber: “Oogurrence J 


Neuropayehintzio iseases in the Army,” The 
Dept. of U.S. Army in the World War, 10: 151, 1929. 
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lems. Malzberg"* in a study in New 
York state for the fiscal years 1929-31 
found that on a per cent basis there 
was a higher rate between 20-24 
years of age (as shown previously by 
Bailey), and another rise between 
40-44 years inclusive and that in all 
other age periods the Negro rate was 
either equal to that of white or lower. 
However, when based on per 100,000 
of population for nearly all age groups 
the Negro was above that of the 
whites in a ratio of 2:1 in favor of the 
whites. His findings differed from 
those of the census for 1923, in that 
he found a continued rise for Negroes 
in New York State Age Constants. 
For all psychoses of native whites and 
native Negroes in New York state for 
1929-31 based on first admissions 
were 44.2 for the average white, and 
for the Negro 36.1. This earlier rate 
Malzberg"’ attributed to the younger 
Negro population of this state. From 
this it may be seen that Negro rates 
for the young on the whole are much 
greater than that for whites. 


Sex 


On the basis of the U.S. Census'® 
report for 1923 there were a total of 
10,265 males and 9,819 females. First 
admissions for Negroes as compared 
to that of whites for 1922 were 38,188 
whites (males) and 3,300 Negro 
(males), and 27,312 whites (females) 
and 2,596 Negro (females). The gen- 
eral Negro population being approxi- 
mately one-tenth that of the whites 
it can be seen that this number is in 
keeping with that ratio. The U.S. 


‘© Benjamin Malzberg: ‘ aaental Disease in Negroes,” 
Human Biology. 7: 471. (193 ) 

" Benjamin Malzberg: ‘ 
ease Among Negroes in New ork State,’’ Amer. 
Phy. Anthrop., 21: 107, Ja-Mr 1936. 

* '8 Patients in Hospital for Mental Disease 1922. Loc. 


ration mond ental Dis- 


Census report for 1933'® based on 
first admissions to state hospitals 
showed an increase of males over fe- 
males. This was shown previously in 
Table V. Malzberg?® in his studies for 
New York state for the fiscal years 
1929-31 showed that there was also 
an increase in males over females. 
However, while the general rate is 
higher for individual diseases there 
may be higher rates as was shown by 
Malzberg” in a general study on all 
groups. Rosenthal” quoting Donalies* 
showed that 35 per cent more women 
than men committed suicide. 

To appreciate the incidence of sex 
to mental disease the ratio must be 
appreciated. This was shown by 
Rosenthal™ in 1922 to be whites, 134 
males to 100 females; Negroes, 128 
males to 100 females. In some in- 
dustrial centers the Negro males are 
in marked excess to that of females 
as these men are driven by economic 
circumstances to separate from their 
families. Rosenthal* found that in 
the South females outnumbered the 
males, so that we see that there is 
little difference in the incidence as far 
as total numbers are concerned 
though there are some variables in 
the. psychoses. 


DISEASE 


The studies of most investigators 
tend to show that certain psychoses 
were more prevalent among Negroes 
than among whites, namely cerebral 


19 Patients in Hospital for Mental Disease 1933. Loc. 
cit. 

20 Benjamin Malzberg, Human Biology, op. cit. 

21 Benjamin Malzberg, ‘‘A Statistical Btudy of Age 
Teigiiee to Mental Disease’’ Mental Hygiene 19: 449, 

22 Solomon Rosenthal: ‘‘Racial Differences in Mental 
Disease,” op. cit. 

2G. Donalies, ‘Statistical Observation on 3,000 

Cases of Attempted and Completed Suicide,” Monat- 
schrift fir Psychiatric und Neurologie 69: 380 (1928). 

m4 + Rosenthal, op. cit. 

25 . 
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syphilis, dementia praecox, and manic 
depressive psychoses. During the fis- 
cal year in New York state ending 
June 30, 1924, Pollock® found the 
most common psychoses among Ne- 
groes per 100,000 of population to be 
as shown in Table VII. 


TABLE VII 


Psycuoses Founp In NEGROES IN NEw 
York Stare 1n 1924 pEer 100,000 
oF PoPpuULATION 








Negroes Whites 


8 rie 
. Cerebral Syphilis 2 0. 
3. Alcoholic 12.5 3. 

0 

6 


Psychoses 





. General Paralysis 30. 
2 


. Manic Depressive 25. 8. 
. Dementia Praecox 48. 16. 
3. With Psychopathic 

Personality 7.6 1.2 





These differences may be explained 
in the younger Negro population by 
the fact that Negroes congregate 
mostly in the city, the presence of 
many white physicians in New York 
practising psychiatry, presence of 
private institutions for whites, and 
most important of all the difference in 
socio-economic status. Pollock, how- 
ever, admits that on a per cent basis 
no such differences existed. Malzberg 


2% Horatio Pollock, ‘‘Mental Disease among Ne- 
groes in the U.S." State Hosp. Quarterly, 11: 47-66, 
N 1925, No. 1. 


showed that among native whites and 
native Negroes for New York state 
based on per 100,000 of population for 
the fiscal years ’29-31 inclusive little 
or no difference existed. (See Table 
VIII.) 

That the Negro rate was lower than 
that of the whites for those born in the 
state was significant, but Malzberg” 
states not “statistically significant,” 
In another study?® where no such 
differences were made he was able to 
show that for nearly all psychoses per 
100,000 of population the Negro rates 
exceeded those of the whites. (This 
is shown in Table IX.) Based on per- 
centage study the differences were not 
so marked save for alcoholic psy- 
choses. Kirby®® found a low rate in 
Manhattan. Similar findings in aleo- 
holism were noted by Bailey and 
Haber* and by O’ Malley.*! 

Bailey and Haber found a rather 
high incidence of epilepsy and mental 
deficiency in the Negro. This latter 
factor must be more carefully evalu- 

37 Benjamin Malzberg, ‘‘Migration and mental dis. 
pos pn ong op A aaa 

28 Benjamin Malzberg, Human Biology, op. cit. 
mete 

30 Pearce Bailey and C. Roy Haber, op. cit. 


3! Mary O'Malley: ‘‘Psychoses in the Colored Race,” 
American J. of Insanity, 71: 309-37, O 1914. 


TABLE VIII 


AVERAGE ANNUAL RatTEs oF First ADMISSIONS TO ALL HOSPITALS FOR MENTAL 
Disease IN New York Stare, 1929-31 AMona Native WHITES AND 
NEGROES PER 100,000 or PopULATION 











Native Whites 


Native Negroes 





Psychoses 


Born in N.Y. 


State 


In Other Bornin N.Y. In Other 
States State States 





W. Cerebral Arteriosclerosis... 5.40.2 
General Paresis 3.8-0.1 
Alcoholic 2.2-0.1 
Manic Depressive 5.8-0.2 
Dementia Praecox 


20.5-0.9 4.0-1.: 
‘ 4.3-1. 
2.8-1. 


12 .3-2. 





All Psychoses 44.6-0.5 


8 
6 
9 5.8-1.6 
3 
t 


156.9-2. 40.0-4. 
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TABLE IX 


First ADMISSIONS 
In STaTE oF New York Dourina Fiscau 


rroM New York City To Auu INsTITUTIONS FOR MENTAL DISEASE 


Year 1929-31 (INCLUSIVE) CLASSIFIED 


BY RacE AND Psycuosss (wiTH Six HIGHEST) 








Negro 


White 





Psychoses 
No. 


Per cent 
of Total 100,000 


Percent Per 


Per 
of Total 100,000 


No. 





Dementia Praecox 
General Paresis 
Alcoholic 

Manic Depressive 

W. C. Arteriosclerosis 
W. Mental Deficiency 


239 
146 
176 
139 


30. 
16.% 
10. 
12. 
9.! 
3. 


29.8 22.4 
10.0 7.5 


1 45.4 
24.6 
15.1 
18.1 
14.3 
5.6 


4,391 

1,480 
834 

2,068 1 1 

2,048 «1 1 
385 ) 


3 
0 
0 
5 
7 





ated if these results are to be fully ac- 
cepted as to the particular factors as 
to selection. Daniel* and Price* have 
shown the difficulty of Negro-white 
testing. Thompson™ has shown how a 
more favorable environment may in- 
crease test values at least 10 per cent. 
Stowell®* found that even among Ne- 
gro and white defectives where the 


TABLE X 


NuMBER OF First ADMISSIONS TO HospI- 
TALS FOR MenTAu Diseases Durina 1922 
PER 100,000 or GENERAL POPULATION OF 
Same Sex, AND CoLor oR RACE, WITH 
Six Hiauest Rates or PsycHoses 








Psychoses Negro Whites 





Dementia Praecox 
Manic Depressive 
General Paralysis 
Epileptic 

Cerebral Lues 





socio-economic factors were about the 
same that the Negro had a higher rat- 
ing 48.1 for Negroes as 39.4 for whites. 


* Robert Daniel: ‘ 
intellectual Traits and in 
Negro Epvucarion, 3: 411, 

8 J. St. Clair Price: ‘‘Negro-White Differences in 
General Intelligence’ '—J. or Necro Epucation, 3;424- 

* Charles H. Thompson: 
entists Relative to Racial Differences” J. 
Epvucation, 3: 494, Jl 1934. 

\ * Stowell, G.—‘‘Comparative Study of Certain 
fental defects found in nstitutionalised Whites-Ne- 
ge ieb Dist. Training School” J. Psycho-asthenics 36: 


‘Negro-White Differences in Non- 
Spenel Aptitudes’’—J. or 


“The Conclusions of Sci- 
or NEGRO 


Pintner® felt, however, that irrespec- 
tive of the tests the whites showed 
superior ability; so that this question 
is far from settled. 

Based on first admissions per 
100,000 of population the U.S. Census 
for 192287 gave the six highest rates 
among Negroes to be as shown in 
Table X. The similar white rates are 
also given. 

Based on first admissions the U.S. 
Census reports for 1933°8 gave the six 
largest rates for Negroes, and the cor- 
responding ones for native and for- 
eign whites to be as shown in Table 
XI. 


TABLE XI 
First ApMISsIoNns TO STATE HOSPITAL BY 
PsycHosIs WITH CoLOoR AND RacE AND 
WITH THE SEVEN HIGEstT For 1933 





Psychoses Negroes wee Ratio 





12,222 
4,706 
8,021 
7,235 
5,767 
2,695 

686 


Dementia Praecox 1,438 
General Paresis 1 073 
Manic Depressive 906 
C. Arteriosclerosis 543 
Senility 542 
Unknown (?) 427 
C. Spinal Lues 392 


13: 

TE: 
6: 

17: 





“Intelligence Differences Between 


%6R. Pintner: 
J. or Neero Epuca- 


American Negroes and Whites” 
TION 3: 513, J] 1934. 
37 Patients in Hospitals for Mental Diseases for 1922. 


Loc 
38 Patients é in Hospitals for Mental Diseases for 1933. 
oc. cit. 
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It is very evident that from the 
ratio of Negro-white population that 
the incidence of cerebro-spinal lues, 
and general paresis does not bear out 
the same ratio as is evidenced in the 
other psychoses. Several investigators 
have found the incidence of syphilis 
rather high in the Negro notably 
Laws,** Wenger,*® Cutting et al.,# 
Lynch et al.,“ Pagaud,* Wender,“ and 
Williams.“ Other investigators as Til- 
don,“ Kapp,*? and Weber,*® have also 
expressed this belief based on studies 
of others, as to the greater suscepti- 
bility of the Negro. Jason,*® Cason,5° 
Lemann®™ and Moore® who studied 
this problem carefully showed the 
socio-economic status or grouping in- 
fluenced this rate more than probably 
any other single factor. 

Vonderlehr® showed that in a cer- 
tain Southern section where the Ne- 
gro was given access to the university 
facilities the rate there was only 
71 per 1,000 inhabitants, whereas in 
sections not far distant where no ade- 


. ** Clarence L. Laws, American Heart Journal, 8: 
(No. 

00. Wenger, ‘‘Wassermann Survey of Negroes of 
$ Cotton Plantation in Mississippi.’’ Ven. Dis. Inform. 

: 281, (1929). 

41 Reginald Cutting etal., “' Le og Among Southern 
Negro Males,”’ Annals of: Suroer m4: 26, Ja. 1930. 
@K. M. Lynch, B. McInnes, * ‘Con- 
cerning Syphilis in + ey Pa ag Negro,” Southern 
ee Jourats, 8: 450 (1 915). 

Pagaud, “Nursing Problems in Social 
Hygiene y Boke J. of Socval Hygiene, 15: 475 


“The Role of Syphilis in the Insane 
Negro,” N.Y. State Medical Journal, 104: 1286 (1916). 
i Williams, ‘“The Social Significance of Syph- 

ilis,"’ Medical Monthly, 63: 360, S 1936. 

“eT. oo Tildon, ‘‘Cardio-Vas. Disease Complicating 
Neuro-Syphilis Among Negro Veterans,’ Med. Bull. of 
Vet. Admin., 13: 144, oO 1936. 

47 Louis app, (Cardio-vaseular Syphilis,” Med. 
Bull. of Vet. Admin.. 13: 1, Jl 193: 

48 Manuel L. Weber, ‘ ‘Byphille as a Factor in Cardio- 
yas. Diseases,” Med. Bull. of Vet. Admin. 12: 228, Ja 

“0 R, Jason, * 
we. Amer. J. of Syphilis, 19: 313, Jl 193. 
oT, Z. Cason, ‘“‘Cardio-vascular Bookie” Amer. 

° of Syphilis, 15: 527 (1931). 
ii i Lemann, “A Study of Disease in the Negro,” 
South, Med. J. 27: 33, Ja 1934. 
E. Moore, et al., Treatment of Cardio-Vas. 
Syphilio Arch. of Int. Med. 49: 879-924, Je 1932. 
R.A. Vonderlehr: ‘‘Venereal Disease C ‘ontrol,” 
Amer. J. of Syph., Gon. & Ven. Diseases, 21: 32, Ja 
1937, No. 1. 


‘Incidence of Syphilis in Senetioen 


quate treatment was given the rates 
were many times the afore-mentioned, 

Turner* in a study of the late mani. 
festations of syphilis found a greater 
incidence in whites than in Negroes, 
and found general paresis 7 times as 
frequent in whites as in Negroes, 

Parsons® referred to syphilis in the 
Navy (a practically white institution) 
as ‘Public Enemy No. 1,” and com. 
menting on the low rates given said: 
“Such statements are simply ad- 
missions of indifferent surveillance 
and weak diagnosis.” The question 
of particular susceptibility therefore 
must be discarded and reality faced 
—namely, an improvement in the 
treatment of those affected with the 
disease and more so the economical 
status. 


Economic STaTus 


Thompson e¢ al.,>5 choosing Balti- 
more as a “‘Model City,” showed that 
while the Negro population was one- 
fifth that of the whites, their contri- 
bution to their treatment of syphilis 
was only one-thirty-fifth that of the 
whites. Despite an admitted incidence 
of 2:1 of Negroes as to whites by 
Moore®? and Turner,®® $40,600 was 
spent on whites and only $33,600 for 
Negroes instead of $80,000 to eradi- 
cate this disease. Bailey and Haber* 
showed that 87 per cent of whites and 
97 per cent of Negroes were in mar- 
ginal circumstances in neuro-psychi- 


% T, B. Turner, ‘“‘The Race and Sex Distrib. of the 
Lesions of Syphilis in 10, 10,000 Cases,” Bull. Johns Hop 


kins. Hosp., s: == Ss ) 
te - the Navy,” U.S. 

Naval Med. Bare 32: 381,01 

6 W.C. Thompson, as ‘Brumfield, Lucille Cald- 
well, ‘‘Direct Cont, k.. f Syphilis 1 in Representative 
American City,” . of Syph., Gonorrhea and 
Veneral Dis., 20: 43, “My 1936. 

87 J. E. Moore, T . Dunglade, J. Reisenger, ‘“Treat 
> Coapeves. Syphilis,” Arch. of Inst. Med., 49: 879, 
e 

58 T, Turner, Johns Hopkins Bull., 1930. 

59 P. Bailey and Roy Haber: op. cit. 
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atric cases. According to the Census 
report for 1933 based on first ad- 
missions the economic status of the 
Negro with relation to foreign and 
native whites were as shown in Table 


XII. 
TABLE XII 
PercENTAGE DISTRIBUTION, BY EcoNnoMIc 
Sratus OF First ADMISSIONS TO STATE 
HOSPITALS FOR 1933 





Foreign Native 
Negroes Whites Whites 


55.5% 27.3% 27.6% 
41.3 67.1 60.1 





Dependent 
Marginal 


Comfortable 3.1 5.6 12.3 





It will be noted that in nearly every 
phase considered in proportion to the 
general population the Negro rate tre- 
mendously exceeded the whites. 

Allen" studying 1,000 Negro work- 
ersin Cincinnati found only one with- 
out physical defect; and that 911 
would have been made healthier by 
medical aid. The diet was unbalanced 
and 90 per cent were sheltered under 
the most unsanitary conditions and 
overcrowded at that. Smith* referred 
tosuch areas in large cities as ‘‘Negro 
Ghettos” and termed them “hidden 
sources in which disease, vice, and 
crime flourish, breeding criminals and 
persons diseased morally, mentally 
and physically.”” Malzberg®® states 
that “Much of the excess of the Negro 
rate in New York state must be as- 
cribed not so much to racial charac- 
teristics as to the economic and other 
social difficulties to which a migratory 
population is subject.”’ All this merely 
tends to show that the Negro is merely 
hanging on economically, and that it 

© Pat. in Hosp. for M. Dis., P. 56: loc. cit. 

x mgs Allen: ina Impairment Among 1,000 
At orkers,’’ Amer. J. of Pub. Health, 22: 759 


"EA. P. Smith, op. cit. 


* Benjamin Malaberg: “Migrat. and M. Dis. in 


Negroes.” Loc. cit. 


is reflected in the greater incidence of 
mental illness. 


ENVIRONMENT (URBAN—RURAL) 


As the economic status largely de- 
termines the environment this factor 
was considered. Negroes have mi- 
grated to the cities and large manu- 
facturing areas in order to get work. 
Consequently, large numbers are con- 
centrated in urban areas. 

White" states that increased popu- 
lation and insanity go hand in hand, 
so that as a result of these changes 
there will be an increased insanity in 
the cities now for Negroes. Malzberg® 
has shown that Negroes born in New 
York state had an incidence of mental 
disease of 9.3 per cent, as opposed to 
Negroes migrating to that state who 
showed 90 per cent. Smith® showed 
that as the Negro shifted from the 
country to the city the rates also 
shifted. 

From the U.S. Census study for 
193387 the rate per 100,000 for Ne- 
groes and whites in urban and rural 
areas are shown in Table XIII. Here 
we see the greater increase in Negro 
rate in urban than in rural areas. 
Bailey and Haber*®* found no special 
difference in the ratio of urban as op- 
posed to rural incidence of mental 
disease in Negroes when compared 
with those of whites. The U.S. Cen- 
sus for 1922* does not make the differ- 
entiation according to race, save to 
point out the greater incidence in ur- 
ban life as compared with rural es- 
pecially noted in dementia praecox, 


i) William A. White, ‘Social Significance of Mental 
Disease,” Arch. Neurol. & Psy., 22: 877 (1929). (Quoted 
by Smith and Rosenthal.) 

% Benjamin Malzberg, “Migrat. & Mental Dis. 
Among Negroes in N.Y. State.’’ Loc, cit. 

6 Alan P. Smith, op. cit. 

® Pat. in Hos for M. Disease. 193838: loc. cit. 

#8 Bailey ond tlahen op. cit. 

69 Pat. A Hosp. for M. Disease for 1922. Op. cit. 
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TABLE XIII 
First ApMIissions TO State HospiraLs ACCORDING TO ENVIRONMENT FOR 1933 











Native 


Environ. Whites 


Per 
100 ,000 
Total 


Foreign Per 


Whites 100,000 Negro 





103. 
59.2 


6,007 107.9 2,509 
1,049 69.2 1,479 
388 261 





7,444 4,249 





alcoholic psychoses, cerebral arterio- 
sclerosis, and general paralysis. From 
the available data we see that in urban 
areas there is a definite increase over 
rural areas. 


SUICIDE AND CRIME 


Suicide and crime may also be con- 
sidered as behavior reactions that 
tend to show maladjustment to the 
present situation and thus to the real 
environment. 

In his study of racial differences, 
Rosenthal’? found that per 100,000 
of population in the U.S. the rates 
were as follows: 15.0 for whites, 4.1 
Negroes, 10.9 Indians, 54.6 Chinese, 
and 27.2 Japanese. O’Malley,” with 
respect to superstition in the Negro, 
states that “They believe supernatu- 
ral agencies can be compelled to inter- 
vene in their behalf and control fate.” 
Nevertheless it is this belief in the 
supernatural, call it superstition, God, 
or what not, that largely curbs the 
Negro from self-destruction—a fac- 
tor, faith, or hope probably not so 
largely manifested in whites. This 
writer also found the incidence of sui- 
cide among women a rare factor. 
Lewis,’”” who relied upon statistics 
given by several state institutions 

7° Solomon P. Rosenthal, op. cit. 

71 Mary O'Malley, op. cit. 


72 Nolan D. C. Lewis: ‘‘Studies in Suicide,” The 
Psycho-analytic Review, 20: 241 (1933). 


where either all or a large majority of 
inmates present were Negroes found 
the incident a rare one. One super- 
intendent stated: “‘I have never noted 
a suicide with a large admixture of 
Negro blood.” Just how this admix- 
ture was determined is not stated, 
however. (If self-mutilation, however, 
may be considered partial suicide, 
then this is not a very rare incident 
among Negroes.) Rosenthal® in a 
study of figures released by the 
Metropolitan Life Insurance Com- 
pany showed that for a comparable 
socio-economic group there was not 
such a great difference nowadays. 
Williams” studying this problem 
(of suicide and particularly, attempted 
suicides) found the incidence not in- 
frequently; and especially in indi- 
viduals with strong narcissistic com- 
ponents. The U.S. Census reports for 
1933” showed that of 27,517 deaths 
in state hospitals for mental disease 
there were 145 suicides or 1 in 116, 
but makes no statement as to race. 
From a statement supplied by Dr. 
Dublin, Statistician of the Metro- 
politan Life Insurance Company, 
during 1936 out of 1,949,675 Negro 
policyholders suicide death claims 


73 Solomon P. Rosenthal op. cit. 

“uz, Y. i igme: “Observations on Pasyebol. 
Aspects of Suicide,”’ J. of Abnorm. and Social Psychol. 
21: (No. 3) O-D 1936. 

7% Pat. in Hosp. for M. Disease, loc. cit. 
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MENTAL DISEASE IN THE NEGRO 


were paid to 115 colored persons 
whereas among 15,207,213 whites 
(approximately 7 times that number) 
the rate was 1,388 or 12 times as 
high. There seems to be no good 
reason why he should not have a 
proportionally high rate however, 
since the Negro copies and believes 
in the white man’s religion the same 
way he does, and faces the same 
socio-economic problems only prob- 
ably more acute. 

No figures from the latest U.S. 
Census 1933 were available as to the 
number of criminally insane, and 
only one hospital definitely listed as 
such, namely in the State of Indiana, 
though we are aware of the fact that 
there are large numbers in probably 
every state institution. O’Malley” 
feels that the Negro may have gained 
intellectually since freedom but not 
morally, and does not feel that his 
religion influences his conduct. Yet 
she remarks later: “The authority to 
which this race submitted as slaves 
had a restraining effect on them.” 
The scientific reason therefore for 
this, she reports, would be an inter- 
esting one. Malzberg”’ in a three 
year study in New York (1929-31) 
showed 72 Negroes and 489 whites 
adjudged criminally insane. This 
would be 5.9 Negroes to 1.3 whites 
per 100,000 population. To this he 
ascribes the higher crime rate among 
Negroes. What would have been 
more correct would have been to 
state the higher incidence of con- 
Viction among Negroes, due to poor 
legal representation (economic), and 
invariably biased and severe sen- 
tences. An investigation by the Urban 


2 Mary O'Malley, op. cit. 
Benjamin Malaberg, Human Biology, op. cit. 
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League shows that the number of 
arrests of Negroes as published in the 
report of the Municipal Court of 
Minneapolis for 1923-257* was 65 
per cent greater than the unpub- 
lished records. Testimony before the 
Seabury Committee in New York’? 
indicated that policemen on certain 
assignments were required to make 
a specified number of arrests each 
month. When they were short of this 
quota ‘‘they used to go up to Harlem 
and in Harlem go to the colored 
houses or colored apartments and 
make arrests just because they 
thought colored people had less 
chances in court.’’ It is an appreciable 
fact that national crimes as lynching, 
kidnapping, and the more serious 
hold-ups along with the many rackets 
are practically unknown among Ne- 
groes. Petty theft or simple theft*® 
with its attendant legal complica- 
tions of breaking and entering, etc., 
sometimes resulting in murder, ex- 
press the self-preservative mani- 
festation or the economic struggle at 
its lowest level. 


COMMENTS 


The majority of Negroes in U.S. are 
still in the South where their oppor- 
tunities are very definitely curtailed 
and guided. Yet as will be noted the 
very group that tends to keep the 
Negro subservient and in ignorance 
are the ones that howl the loudest 
about his condition, and loudest in 
condemnation. Rosenthal,*! quoting 
Frazier,®? states: “The South has 


78 Maurin Boie, ‘“‘An Analysis of Crime Statistics 
for Minneapolis,” Oppertunsty, © 171, Je 1928. 

79 Seabury Commission of N.Y., 1930. 

80 E. Y. Williams: ‘‘Thieves and Punishment,” J. of 
Crim. Law and Criminology, 26: 54, My 1935. 

81S. Rosenthal, op. cit. : 

82 E, Frazier, ‘Psychological Factors in 
Health,” Social Forces 3: 488 (1925). 


Negro 
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used every method to make the Negro 
afraid to emerge from the spheres of 
activities to which it has consigned 
him. . . No human organism in which 
the fear instinct is constantly aroused 
can function properly. To the extent 
that the Negro lives under the domi- 
nation of fear he is unhealthy. It 
cannot be gainsaid that the Negro 
lives in a social atmosphere of re- 
pression. This extends from restrict- 
ing his movements as a human being 
to prevent self-realization.”” This low 
economic level has virtually forced 
the Negro to hang on to life and to 
civilization rather than to contribute 
to it. The price for all this must be a 
high incidence of crime, hunger, hate, 
deception and a high incidence of 
physical and mental disease. Negroes 
are wont to coin an expression relative 
to his economic réle and a depression 
“last hired and first fired’’—as a re- 
sult he is always virtually in the 
““bread-line.’’ This is best exemplified 
in the relief situation today where 
the Negro forms the bulk of this 
group, although a minority of the 
population. Here he is the last, how- 
ever, to get relief and the last to get 
off also. The Negro finds also that in a 
government (in which he has con- 
tributed as gloriously and as valiantly 
with no exception in its protection) 
that only the menial and low-waged 
positions are opened to him. This is 
true also in industry where it may 
better be explained and expected. He 
must pay from his meager pittance 
the same price for articles as is paid 
by those who receive lucrative sal- 
aries, so that he finds himself freed 
physically in one way, but virtually 
economically and thus physically 
yet a slave. He cannot afford to rest, 


hence he must die younger either 
from disease or from old age which he 
is rarely favored to reach. Frazier’ 
throws also some light on this socio. 
economic situation in his Chicago 
study. In the North only menial 
jobs are opened for him, but the 
wages are higher than in the South. 
Migration with its attendant ills as 
previously noted by Allen,** Smith® 
and Malzberg*® still offers the best 
solution. The educational opportuni- 
ties, the opportunity to vote, and the 
new cultural possibilities make this 
venture even under the most strenu- 
ous, unfavorable situations _ both 
pleasurable and worth while. Even on 
this new borderline economic state he 
starts to adopt and adapt despite all 
adverse conditions and still shows 
greater adaptability than the foreign 
whites who come from well estab- 
lished and cultural civilizations as 
may be judged from U.S. Statistics 
for 192387 and 1933.88 Roman*® states 
that ‘Negroes able and willing to 
build beautiful homes are too often 
compelled to place them where they 
contrast with white poverty and ig- 
norance.” This he says adds social 
jealousy to race prejudice. Dorland™ 
points to environment, objectionable 
movies, and decline of religious fervor 
as among some of the causes of crime. 
Negroes know of the environment 
and of the movies through their low 
economic status their children must 
attend. His religious fervor has been 
ridiculed so often that a definite de- 


8 E. F. Frazier, The Negro Family in Chicago. (1932). 

& E. P. Allen: op. cit. 

85 Alan P. Smith, op. cit. 

86 Malzberg, Benjamin, ‘ ‘Migrat. and Mental Dis. 
Among Negroes in N.Y. State,’’ loc. ¢ 

87 Patients in Hospitals for Mental , 1922. 

88 Patients in Hospitals for Mental Disease 19338. 

89C. V. Roman: “‘The Negro Psychology and his 
Health,” Hosp. Social Service, 11: 89 (1925). 

ww, A. Dorland: ‘Juvenile Crime and 

quency,” Clinical Med. & Surgery, 43: 272, Je 1936. 
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MENTAL DISEASE IN THE NEGRO 


cline has been noticed there. Lemann™ 
states that, “The influence of the 
extraneous factors upon Negro health 


js notorious, but most of us think of it~ 


in very vague and general terms.” 
The noted increase in rates of suicides 
as noted by the Metropolitan Life 
Insurance Company shows that the 
Negro is not so immune and indif- 
ferent to his surroundings despite his 
tremendous and unbounded opti- 
mism. In the Southern states he is 
not allowed to vote even in his own 
county in the primaries, and this was 
ruled constitutional by the Supreme 
Court in 1936 for Texas. Voting for a 
president is also unknown in many 
Southern states. Representation on 
the jury was unknown previous to the 
“Scottsboro Case.’’ Bolton” states: 
In certain sections of the South the Negro 
population outnumbers the white, and fear 
of political domination by Negroes has 
resulted in very definite efforts on the part 
of the whites in those sections to curb politi- 
cal advancement of the race. In the in- 
dustrial centers of the East the Negro is 
discriminated against because he offers 
competition to white laborers. 


It is under the disadvantageous con- 
fines of such a civilization that the 
Negroes must live, compete, and be 
as normal as the whites. 

The criticism to which the Negro 
has been subjected even in scientific 
journals shows no similar comparison 
in American life. Indeed these are so 
numerous that time and space forbid 
us to be specific. A few of these will be 
mentioned, however, because of the 
lack of the anthropological back- 
ground, and, more so, the total lack 
of insight in to the Negro. 

"“T. I. Lemann: op. cit. 
° Bari Relle Bolton, “The Social Rights of the Ne- 


J. of Abnormal & Social Psychology, 31: 384, Ja- 
Mr 1937, 
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Katz and Brady in a study carried 
out at Princeton University as to 12 
traits that would typify the Negro 
gave among the first four: supersti- 
tious, lazy, happy-go-lucky, and ig- 
norant. But since Princeton, accord- 
ing to the statement of these investi- 
gators, draws heavily from the South 
this particular reaction is clearly 
understood, because the economic and 
political reasons of the South found it 
necessary to keep the Negro ignorant 
in order to exploit him more freely. 
His wages, too, offered no incentive. 
The proof of this is the fact that in 
industrial areas where he is better 
paid no appearance of laziness is 
noted. Further, prior to the Civil War 
he was the sole bread-winner for the 
South. This laziness therefore must 
have some background for it. Could 
he by any chance be imitating his for- 
mer masters? Walsh and Stickley™ 
in a study of arsphenamine poison 
among Negro women, commenting on 
what they characterized as the emo- 
tional attitude of the Negro states: 
No one can pretend to peer into the mind 
of the Negro and see light. One is also 
confronted with the status of this group 
distrustful of whites even at the expense of 


his health, no less than the emotional atti- 
tude exemplified in carrying out this study. 


This spirit is further manifested in the 
work of O’Malley® from which there 
are sO many incongruities that space 
forbids mentioning all. Commenting 
on control she states: 


As they [Negroes] have not reached the 
degree of evolution of the Caucasian race, 
there is not the same depth to their rever- 


% Daniel Katz, Kenneth Brady, ‘Racial Stereo- 
types in 100 College Students,’ /. of Abnormal & 
Social Psychology, 38: 380 (1933-34). 

% Groesbeck Walsh, Canning Seakig, “An ‘Arsphen- 
amine Poisoning Among N egro Women, . J. of 
Syphilis and Neurology, 19: 323 (1935). 

% Mary O’Malley, op. cit. 
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sion, and they do not reach the degraded 
condition of white patients .... They are 
not as filthy and disgusting. They are not 
given to exposing their person or to using 
the same sex symbolism which is so notice- 
able in a superior race. 


Here one sees even in the psychotic 
state that the Negro although su- 
perior in behavior is discredited for 
this very fact. It is a well known fact 
that those traits last acquired are 
first to disappear, hence with the 
loss of inhibition one can definitely 
see the incongruities in such an argu- 
ment. Commenting on morals she 
states: ‘‘The instructions and teach- 
ings which they receive in their 
churches seem to have little effect on 
their every day life, as they fail to 
appreciate any relation between re- 
ligion and practical morals.’”’ Yet in 
this same article she states, “Of the 
original African type few traces re- 
main, and the race is largely a cross 
between the African female and white 
male, for no considerable crossing of 
Negroes with white females has ever 
taken place.’”’ In the light of lynch- 
ings, and on the point of morals one 
wonders how these two views can be 
reconciled. Malzberg" felt that Negro 
music as seen in spirituals, blues and 
jazz showed the greater instability of 
the Negro as opposed to white and 
thus ‘‘a fruitful ground for functional 
mental disorder.” As a matter of fact 
it was the ability of the Negro to sing 
and keep his emotional spirit alive 
that made him survive slavery. It is 
this spirit that has defied the conquer- 
ing of China, and the destruction of 
India. Races like the New World 
Indians who lacked this trait perished 
before the onslaught of the white race. 


* Benjamin Malzberg, Human Biology, op. cit. 


The spirituals, blues, and jazz merely 
mark different ages or eras in the 
socio-economic status of the Negro, 
Remarks along similar lines are 
noted by Lillie and Pasternack,” 
Stone,** Powell,®? Bean,’ Lehman 
and Witty,'" Bache!® and Hoff. 
man! quoted by Johnson and 
Bond,'* and Williams’ and are per- 
tinent because of their lack of s¢i- 
entific facts. 

The education of the Negro to over- 
come the very defects of which he has 
been accused has been equally a 
difficult task because of the attitude 
assumed in part by members of the 
white race as shown by Johnson and 
Bond.'* Van Evrie'®’ quoted by 
these authors felt that “any attempt 
to educate the Negro would prove 
physically calamitous.’’ Here there- 
fore was an opportunity to leave the 
Negro in ignorance as a result of this 
“scientific study.” Caliver!® has 
shown that the average expenditure 
for education throughout the nation 
for 1930 was $99—that in the South 
for whites the average was $44.31 
less than half national average, and 
that for Negro children it was $12.57 
or one-fourth that of white or one- 

97 R. Lillie and J. Pasternack, ‘Incidence of Syph. 
Aortitis in Sea and Land Men” Venereal Dis. Inform. 
15: (No. 2), 1934. 

98 C. Stone, H. Davidson & J. Thoroughmen, “Study 
of Heart Dis. in Negro Race,’ Smith Med. J. 21: 465 
(1927) (Discussion). 

89 Theoph. Powell, op. cit. 

100 R, Bean: ‘‘Some Racial Peculiarities of the Negro 
Brain,”’ Amer. J. of Anat. 5: 411 (1905). 

101 Harvey C, Lehman & A. Witty, “Some Com- 
pensatory Mechanisms of the Negro,” J. of Abnorm. & 
Social Psychology, 23: 28 (1928-29). : 

1022R. M. Bache: “Reaction Time with Reference 
to Race,’’ Psych. Review 2: 474-86 (1895). a 

103 F, Hoffman, ‘Vital Statistics of the Negro, 
Med. News, 65: 323 (1894). : 

1% Charles S. Johnson & Horace M. Bond, Tn- 
vestigation of Racial Differences Prior to 1910,” J. oF 
Neero Epucation, 3: (No. 3), Jl 1934. : 

10 J, Whitridge Williams, Text Book of Obstetrics 
New York: D. Appleton & Co. 1927. 

16 Johnson and Bond, op. cit. 

107 J. Van Evrie, White Supremacy and Negro Sub- 
ordination 1868—pp. 93-4. 


108 Ambrose Caliver, School Money in Black and 
White Chicago: Julius Rosenwald Fund, 1934. pp. 662-3. 
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eighth that of the nation as a whole. 
Georgia spent $35.42 for each white 
and only $6.38 or one-sixth for the 
Negro. Mississippi accorded to each 
white $45.34 and to each Negro $5.45 
or one-ninth. Thus Negro children of 
the deep South have less than one- 
fifteenth the opportunity of the aver- 
age American child. McCuiston'® 
showed also that for 1930 differences 
in amount spent on Negroes as to 
that of whites showed 731.9 per cent 
Mississippi, 666.1 per cent South 
Carolina, 453.6 per cent Georgia, 
313.9 per cent Louisiana, 294.9 per 
cent Florida, and 261 per cent in 
Alabama. Bond"® has. shown that 
whereas in Nashville for 1931-32 
teacher’s salary per capita was $27.50 
for whites and $17.25 for Negroes. 
Similar observations have been noted 
by Dabney! and Leavell."? Is it fair 
therefore to use I.Q’s as a criterion 
for measurement when the Negro 
child starts under such a handicap? In 
the matter of higher education the 
same difficulties exist in many forms. 
Negroes are denied the right of 
entering professional schools state- 
supported in that section of the 
country where they are in greatest 
numbers. Green!* has shown how 
the post graduate education of Negro 
physicians suffers due to lack of 
hospital facilities and this exclusion 
policy. An editorial of J. National 
Medical Association" shows further 
that for approximately 1,000,000 


Po Fred McCuiston, Financing Schools in the South 

0 Horace Mann Bond, Education of Negro in the 
American Social Order. 

11 Charles W. Dabney, Universal Education in the 
South. 2: 432, Chapel Hill: Univ. N. Carolina Press. 
. ™Ullin W. Leavell: Philanthropy in Negro Educa- 
poo Nashville: George Peabody College for Teachers, 


43H. M. Green, ‘‘Our Hospital Problems,” J. Nat. 
Med. Assoc., 27: 72, My 1935. 

4 Kenney et al., Editorial—J. Nat. Med. Assoc. 27: 
80. No. 2 May, 1935. 





whites in Mississippi there were 
8,050 beds and for Negroes greatly 
in excess of one million there were 
only 65 beds. The author feels ‘“The 
medical profession should banish from 
its ranks prejudice, segregation and 
discrimination. When these things 
are accomplished the human family 
will be better physically, mentally 
and morally.”’ Weirs et al.,> showed 
that Negroes got only one-thirtieth 
of the hospital space of the country 
and represented one-tenth of the 
population; that even in the North 
the opportunities are very limited for 
Negroes to do post graduate work. 

Using the aforementioned com- 
ments as a criterion for the Negro race 
—can it really be said that the Negro 
has a higher incidence of mental 
disease as compared to the whites of 
this country, and to the foreign born 
as well? Restrained by color, econom- 
ically, educationally and politically 
and socially, and with no immediate 
hope for any solution of these prob- 
lems it does not seem as though it 
would be difficult to postulate the 
result in terms of crime and disease. 

The mental attitude of the Negro 
which makes him demand his right 
and yet no desire to fight for it, as 
opposed to the white who demands 
and fights for it, is the sole reason 
why this race (like another old race the 
Chinese) has been able to survive and 
will live on despite its marginal 
safety. 


SUMMARY AND CONCLUSIONS 


1. From the available statistics 
based largely on reports from state 
118 Edgar Weirs, J. Kenney, Mayor Phillips: ‘‘The 


Inter-Racial Committee of Montclair, N.J.,’’ Report of 
i of Hospital Committee, 23: 97, No. 3, Ji-S 
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institutions the incidence of mental 
disease in the Negro has definitely 
increased, and at present on the basis 
of per 100,000 of population is slightly 
in excess of whites (native born) and 
less than that of foreign-born whites. 

2. The Negro rate has largely been 
augmented due to the Negro’s margi- 
nal economic safety and migration. 

3. This migration has been largely 
from states where the amount spent 
on Negro education is about one- 
third to one-sixth the amount spent 
on whites in the same area, and about 
one-tenth to one-fifteenth of that of 
Northern states. 

4. Urbanization of the Negro as 
seen by shifting of population with all 


its attendant ills due to economic 
factors also tends to increase this 
rate. 

5. Certain diseases as dementia 
praecox, general paresis and cerebral 
lues showed unusually high rates and 
may be traced to economic factors, 

6. As no scientific criteria have 
been established as to differences in 
opportunities, social, political, eco- 
nomic; hospitalization (private and 
state); educational facilities; rules 
for admittance; and further due to 
biased and conflicting statements, 
this problem must be left “‘sub judice.” 
The most that may be gleaned from 
this study is the faith in the ability of 
the Negro to survive and increase, 
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THE INCIDENCE OF PHYSICAL DEFECTS IN NEGRO 
CHILDREN 
Atonzo pvE G. Smitn, M.D. 
Associate Professor of Pediatrics, School of Medicine, Howard University, and 
Nouawn A. Owens, M.D. 
Resident in Pediatrics, Freedmen’s Hospital, Washington, D.C. 


PURPOSE 


The object of this study was to 
determine the incidence of physical 
defects in Negro and white children 
throughout the United States for the 
past five years. 


Data SouGuHtT 

Physical defects for the purpose 
of this study include teeth, malnu- 
trition, hearing, tonsils and adenoids, 
and vision. We appreciate the lack of 
uniform and accepted criteria for 
many of these conditions, hence it 
was decided to accept the data as 
given. In the questionnaire orthopedic 
and “other defects’ were included 
for other considerations. 


METHODS OF COLLECTING 
DaTa 
(1) Search for a bibliography in the 
Quarterly Cumulative Index. 
(2) Personal Communication with 
Federal Agencies 
(a) Children’s Bureau 
(b) United States Public Health 
Service, Division of Child 
Hygiene and Statistics 
(ec) Central Statistical Board 
(d) Works Progress Admini- 
stration 
(3) Questionnaire sent to forty- 
eight State Departments of 
Health, thirty-two Depart- 
ments of Health of principal 
cities, and to twenty-nine in- 


terested lay and professional 
organizations. This question- 
naire requested data for Negro 
and white children, male and 
female; age periods 1-4, 5-9, 
10-14 years; the per cent of 
estimated population for 1931— 
35 inclusive having defects; 
total number of children ex- 
amined. 
RESULTS 

Bibliography (1931-35 inclusive). 
There were thirty-seven references 
with titles suggesting suitable data. 
No study was specifically concerned 
with physical defects in Negro chil- 
dren. The references consulted were 
not used because the studies either 
were concerned exclusively with white 
children or they were limited to one 
defect or concerned defects other 
than those which this inquiry covers, 
or the children were selected on a basis 
which precluded their inclusion in this 
study. 

FEDERAL AGENCIES 

The United States Public Health 
Service supplied us with a very per- 
tinent study, Dental Survey of School 
Children, Public Health Bulletin No. 
226. 

It is possible that the National 
Health Inventory being conducted by 
the United States Public Health 
Service may supply complete infor- 
mation when it is analyzed. 
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QUESTIONNAIRE Attention is called to the fact that 

Of the 109 questionnaires sent, the data in Table I represent children 
replies were received from 38, the inspected or examined and those free 
results of which are presented below. from defects. No mention is made of 


TABLE I 
PuysicaL Derects AMONG Necro AND WHITE CHILDREN IN BALTIMORE, Mary.anp 








Negro White 
Total Examined, Grade 1—1936 9,823 


Defects: 
Malnutrition R 856 
BNA a aos oy a gudcslsstccegl cde su todas is eee 79 : — 
at. 2,937 
WINER Fy en eaven a hska Rue TO 597 22. 2,523 


Total Examined, Grade I1I—1936 9,070 














Malnutrition ‘ 831 
SCARE eRe RPA PR oti he eee a 311 ‘ 957 


487 , 3,043 
0 NRE SC Pear end eerie te eee pee 487 23. 1,858 





Total Examined, Grade V—1936...... 1,239 8,653 


Malnutrition 119 949 
NMS ree ihe x-ay2.4 61s aveisricics ie¥oscenie cooerierione 183 ‘ 740 
420 34.7% 2,380 


Lt | SERRE ee ee SRE RO ERA MRS ARS 239 19.2% 1,594 








From the 38 replies to the letter of the specific defects nor the number 
inquiry no data were received from having such. 
26. Of the twelve remaining letters Public Health Bulletin No. 226, 
seven indicated that the facts were Dental Survey of School Children, 
possessed but had not been collected ages 6-14 years which was made in 
as regards race or age. Data were 1933-34 in twenty-six states by the 


sent from one city but it was not sep- United States Public Health Service 
arate for race. 


, shows examinati made of 
Table I summarizes the data from ions: were 


Baltimore, Maryland, the school 81,883 Negro and 1,356,435 white 
grade being given in lieu of the age. children, Summary tables are not in- 
From the State Board of Health of cluded in the bulletin, hence an 


North Carolina reports for 1934 and analysis in this paper is not pos 
1936, we extract the following: sible. 


1934 1936 
Negro White Negro White 


92,163 100 , 266 270,112 
High Schools TD. 15 21,030 
Grade Children Free from Defects. . . 9,855 15,889 51,349 
High School Children Free from Defects 402 1,740 6,368 


Number Inspected or Examined—All 
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TABLE II 
PaysicaL Dersects or PUPILS IN THE 
Pusiic ScHooLs OF WILMINGTON, 
DELAWARE, 1935 








White 


14,444 
1,915 13,855 
182 728 


Eye defects 309 111 
Dental defects 982 3,199 


Hearing defects 24 103 
Tonsil and adenoids 46 1,136 
CONCLUSION 

From this survey of one hundred 
and forty-seven possible sources of 
information, we have not received 
comparable or adequate data on the 
incidence of physical defects in white 
and Negro children for the United 
States nor for any particular section 
or state. 

It would seem of value for a con- 
ference to be sponsored by a national 
organization interested and engaged 
in Child Health to outline a uniform 
system and criteria for the collection 
of data on physical defects (physical 
status) of children, to include such 
common defects as mentioned in this 
paper, and have these data compiled 
and analyzed by this agency. 

The following is a list of organiza- 
tions which sent replies to the ques- 
tionnaire, and their usableness: 


Negro 
2,474 





School Population 


Number examined 
Malnutrition 





REPLIES FROM THE QUESTIONNAIRE 
No Data Available 
School Health Education Service 
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National Tuberculosis Association 

American Home Economics Association 

Milbank Memorial Fund 

National Recreation Association 

American Medical Association 

The Borden Milk Company 

American Dental Association 

American Public Health Association 

American Physical Education Association 

Metropolitan Life Insurance Company 

American Institute for Deaf-Blind 

Julius Rosenwald Fund 

Life Extension Institute 

John Hancock Life Insurance Co. 

National Cild Labor Committee 

Commonwealth Fund 

Health Commissioner, Norfolk, Va. 

Department of Public Health and Welfare, 
leveland. 

Health Department, New Orleans, La. 

Health Commissioner, St. Louis, Mo. 

Health Officer, Nashville, Tenn. 

American Social Hygiene Association 

Health Bureau, Jersey City, N. J. 

Board of Health, District of Columbia 

Department of Health, Charlestown, S. C. 


Data Not Separated as to lace: Not Sent 


Board of Health, Chicago 

Children’s Fund of Michigan 
Commissioner of Health, New York City 
Department of Public Health, Philadelphia 


Department of Health, Detroit, Michigan 


Data Not Analyzed: Not Sent 


Jefferson County Board of Health, Bir- 
mingham, Alabama 


Board of Education, St. Louis, Mo. 


Data Not Separated as to Race: Sent 


Department of Public Health, Bureau 
hild Welfare, Pittsburgh 


Data Sent 


Health Department, Baltimore, Md. 

State Board of Health, North Carolina 

City-County Health Department, Wheel- 
ing, W. Va. (Incomplete) 

Board of Education, Wilmington, Delaware 
(Incomplete) 





CHAPTER XII 


THE INCIDENCE OF PHYSICAL DEFECTS IN NEGRO ADULTs 


H. A. Catuis, M.D. 
Associate Professor of Medicine, School of Medicine, Howard University 


INTRODUCTION 


Frequently an idea requires ex- 
amination to disclose its futility. Our 
artificial conceptions of “‘race’’ among 
human beings induce us to seek dis- 
tinctions of structure or inheritance 
to support cunning theories. In- 
dividual variations within one racial 
group cover a far wider range than 
average differences between races. 
These average differences are patently 
superficial and bear no intimate re- 
lation to those characteristics which 
separate man as a single group from 
the rest of the mammalian verte- 
brates. Certainly any study of the 
sociological American Negro is a 
study of interminable race inter- 
mixture. This problem is complicated 
further since the intermingling of 
races produces not ‘‘mixed blood” in 
the sense of ‘one-eighth colored,” but 
a redistribution of genes according to 
the laws of genetics instead of the 
laws of men. 

The delineation of criteria by 
which we may judge ‘‘physical de- 
fects” adds greater difficulty to our 
inquiry. Congenital defects of the 
heart are a serious menace to life and 
yet are not necessarily obvious. A 
hare lip may be obvious and have no 
bearing on survival. Hardened ar- 
teries in a man of seventy are quite 
usual. In a railroad laborer of forty 
they are often the result of his oc- 
cupation. Skin color and the texture 
of the hair, characteristics by which 


we identify ‘“‘Negro,” are certainly 
defects sociologically in America. We 
are forced to confine the term, “‘physi- 
cal defects’? to those obvious depar- 
tures from average body structure 
which are readily apparent, or which 
bring additional handicaps to that of 
race in the struggle for economic and 
social adjustment of the individual, 


Oriaqi1ns oF Puysicat DErects 


Our proposition is not yet simple, 
Such defects may be due solely to the 
freakish accidents of intrauterine 
growth, or to inherited and trans- 
missable defects in the germ plasm, 
or to the social factors of environ- 
ment and nutrition, or the economic 
factor of occupation. Seriously handi- 
capping physcial defects in adults 
may result also from the contingency 
of disease. Moreover physcial defects 
may be apparent and yet interfere 
relatively little with a useful life. 

Our field may be narrowed some- 
what now. Inherited defects which 
persist into adult life probably occur 
in Negroes with the same mathe- 
matical infrequency with which they 
occur in other human beings. Con- 
sequently one sees among Negroes 
occasionally, families in which in- 
dividuals appear exhibiting albinism, 
color blindness, deaf mutism, hemo- 
philia (‘‘bleeders’’), supernumerary 
fingers and toes. There is no evi- 
dence that there is any great differ- 
ence between the races of mankind 
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PHYSICAL DEFECTS 


in the inheritance of these and similar 
defects. Mention needs to be made of 
one defect reported to be inherited 
chiefly in Negroes. I refer to sickle 
cell anemia, a defect in the red blood 
cells characterized by the crescent 
shape under certain conditions, in- 
stead of the usual ovoid form. This 
anomaly is certainly very infrequent 
and its genuineness may be regarded 
with doubt. “In such an exact science 
as mathematics false gods have some- 
times been set up and many have 
been misled to worship them.”? 

The accidents of development 
which occur very occasionaly be- 
tween conception and birth, befall 
all animals whose life cycles include 
these two phenomena. They are 
dictated by pure vagaries of chance 
physical or chemical factors in the 
prenatal environment. Man is no 


more subject to these incidents than 


are other animals, nor does race in- 
fluence these hazards in the least. 
“On the contrary, the absence of any 
tendency to alter the fundamental 
design in the fabric of life is one of the 
most obvious (though least observed) 
aspects of organic history.’”? 

Many physical defects of adult life 
owe their origin to errors in diet. 
These errors may occur in childhood, 
or even in the mother before birth of 
the child. Stunting of growth of the 
skeleton, limitation of physical vigor, 
bony deformities, dental decay, the 
so-called tuberculous habitus, the 
varied disabling disturbances of pel- 
lagra, serve to indicate the variety of 
afflictions which beset mankind with- 
out regard to race, when for any 
Moni, 380-285, Marche 1930. Theory,” The Scientific 


r ; Bradley, “The Other Side of Progress,” 
he Yale Review, 26: 3: 566-577, Spring 1937. 
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reason the food supply is abnormally 
deficient. Much that passes as the 
distinctive physical characteristics of 
nations and races is due to faulty nu- 
trition. Evidence of this is presented 
in a study® of two South African 
tribes referred to by Mary Swartz 
Rose.‘ Doctor Rose adds to the com- 
ment that ‘‘All races of men have the 
same nutritional needs.” 

It has long been recognized that 
many occupations predispose to par- 
ticular physical defects. The early 
aging process, arteriosclerosis, of un- 
skilled workers who perform heavy 
manual labor has been noted already. 
In this category may be placed also 
hernia, painfully dilated veins, de- 
fects of the heart valves and enlarge- 
ment of the heart. Vision and hearing 
are certainly damaged by the in- 
tense heat and noise of many in- 
dustrial establishments. Dusts pro- 
duce direct irritation of the respira- 
tory tract, increase susceptibility to 
all respiratory diseases and actually 
change indirectly the configuration 
of the chest in adults. Many of the 
deformities familiar in rheumatism 
have their origin in the variable cold 
and damp of certain occupations. 

Some very obvious, or disabling de- 
fects in adults are due directly to 
disease. Many of these could be pre- 
vented. Medicine and its allied sci- 
ences possess the knowledge, but 
society remains deaf to the need for 
community control. Other physical 
defects due to disease are entirely ac- 
cidental in their occurrence and offer 
little opportunity at present for 
either prevention or control. 

8 J. B. Orr and J. L. Gilks, eg ad Res. Coun- 
cil, Special oe Series, ‘> 155, 


5: “Racial Food Habits in Relation to 
Health,” rae ‘Sctentific Monthly, 257-267, March, 1937. 
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EstTIMATE OF PuysicaL DEFECTS 


One may adduce by now that the 
categorical listing of physical defects 
in Negro adults and the comparison 
of those defects in frequency and 
severity with similar defects in other 
racial groups is, by itself, of no par- 
ticular significance. The results have 
to be weighted for additional socio- 
logical and economic data. It is safe 
to say that those adult Negroes who 
originally contributed to the per- 
petuation of the race in America must 
certainly have been the most vigorous 
of their stock. Only they could have 
withstood the unbelievably inhuman 
horrors and rigors of the Middle Pas- 
sage.® 

It is just as well that data on the 
incidence of physical defects in Negro 
adults offers so little hope of scientific 
value. Such data is meager. Syden- 
stricker® says that knowledge of 
physical variations among individuals 
in human populations is limited. 
What disjointed scraps of knowledge 
have been assembled with regard to 

5 Lewis F. gg The Middle Passage. New York: 
The Century Co., 

Daniel Chase, The Middle Passage. New York: Mac- 
millan Co., 1923. 


SE, Sydenstricker, Health and Environment. New 
York: McGraw-Hill Book Co., 1933, p. 6. 


physical defects in adults, concern 
white adults almost entirely and are 
very fragmentary in their scope. 

Two decades ago much ado was 
made over the defects found in re. 
cruits and drafted men assembled by 
the United States for the World War, 
Here were a million young adult 
males, Negro and white, rural and 
urban, from all over the country, 
Sydenstricker® points out, however, 
that the resulting reports were incom- 
plete and inconclusive. The examining 
boards were looking for specific de- 
fects and the finding of one disabling 
defect ended the examination and 
brought dismissal. 


CONCLUSION 


To conclude. There is a dire paucity 
of significant factual data on the in- 
cidence of physical defects in Negro 
adults. Were such scientific informa- 
tion available it would require inter- 
pretation in terms of accidental varia- 
tions, nutrition, occupation and dis- 
ease. The conclusions would possess 
very little of value for the delineation 
of race in the American Negro. 
7G, B, Davenport and A. J. Love, Defects Found in 


Drafted Men. Washington, 1920. 
8 E. Sydenstricker, idem, p. 22. 
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Cuapter XIII 


SPECIAL HEALTH PROBLEMS OF NEGROES IN RURAL AREAS 


H. A. Pornpexter, M.D., Px.D. 


Associate Professor of Bacteriology, Preventive Medicine, and Public Health, 
School of Medicine, Howard University 


INTRODUCTION 


The purpose or function of public 
health activities is to strengthen and 
save human life in order that this 
life may be used for the advancement 
of the community and nation. This 
paper is confined to a consideration of 
the rural health problems as they af- 
fect the Negro, and to giving some 
explanation and recommendations for 
improving these problems. 

The factual data for this paper are 
obtained from a study of the 1920 
and 1930 United States Census re- 
ports, various bulletins of the United 
States Public Health Service, the 
records of the United States Depart- 
ment of Education, and different 
sociological studies in which factors of 
maladjustment are considered. To 
these data have been added the an- 
nual reports of nine different Southern 
states; records from the John A. 
Andrew Memorial Hospital, in Tuske- 
gee, Alabama; the annual reports of 
certain agencies such as the Rocke- 
feller Foundation, and several survey 
pamphlets; including our own, and 
those from the States of Tennessee 
and Alabama. A large variety of ma- 
terial has been received from various 
county and state health officers in 
response to our questions concerning 
their local rural health problems. 

The major health problems of the 
tural Negro are chiefly those of the 
“Cotton Belt’? farmer who raises 


cotton, corn, and molasses cane. The 
Negro’s relationship to the farm is 
primarily that of share-cropper or 
day wage hand. These are the two 
lowest rungs of the rural socio-eco- 
nomic ladder. There are certain areas 
of exception, such as the Eastern 
Shore area of Maryland, the farms of 
Southwestern Kansas, the tobacco 
plantations of North Carolina, and 
the rural peach industry of Georgia. 

Since there are many Negroes who 
live in small towns of approximately 
2,500 but who work on the farm, 
chiefly as day laborers, and whose 
living environment is primarily that 
of the farmer, an estimate of 17 per 
cent can be added to the regular rural 
percentage. This gives 73.3 per cent 
of the Negro population which is af- 
fected directly by rural health prob- 
lems. 

In the 1935 state census and esti- 
mates, it was reported that of the 
5,503,000 Negroes 10 years old and 
over in the United States who were 
gainfully employed, one-third of that 
number was employed in agriculture. 
The percentage of Negroes so em- 
ployed varied necessarily with the 
states. In the State of Mississippi, for 
example, 60 per cent of the total popu- 
lation are Negroes; and 72 per cent of 
all the Negroes in that state 10 years 
old and over who are gainfully em- 
ployed are engaged in agriculture— 
rural employment. In some counties 
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in that state, 90 per cent of the Negro 
population may be classified as rural 
from the public health standpoint in 
that they live on farms or in small 
towns with rural sanitary environ- 
mental facilities, and do day labor on 
the farm. 

There is a greater-than-average pro- 
portion of Negroes under 20 years of 
age in the rural areas. This is due 
partly to the large Negro families and 
partly to the practice of some adult 
members of the family of going to the 
cities for work or in search of a better 
home while the other adult stays on 
the farm with all of the children. The 
growing child is, therefore, of major 
racial significance in any rural health 
problems. The health problems of the 
rural Negro are those which would 
affect any other group of people living 
in the same area geographically and 
geologically, having similar intelli- 
gence along the lines of hygiene and 
sanitation, and similar economic status 
and occupations. The problems are 
accentuated by local practices of dis- 
crimination in opportunity and repre- 
sentation. 

One can not judge the health status 
of the rural Negro from mortality 
reports alone, there must be a con- 
sideration of the morbidity reports 
and the maladjustment reports; both 
of which may be too incomplete for 
statistical analyses. There are many 
factors that may influence these crude 
statistics, such as occupation, intelli- 
gence, physical and mental defects 
which may be the result of his socio- 
economic status. With this in mind, 
we have accepted the reports recorded 
in the various documents listed above, 
but after correlation, they are being 
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evaluated in the light of personal 
experience. 

The mortality rate of the Negro in 
Southern states is 15 per cent legs in 
the rural districts than in the urban 
districts. The high recorded urban 
death rate for tuberculosis, pneu. 
monia, heart disease, and kidney dis. 
ease calls attention to the fact that 
they are the large contributors to this 
difference. There are certain mor- 
tality statistics such as maternal and 
infant mortality where that of the 
rural Negro exceeds the urban Negro, 
During the last few years, the modem 
city is becoming for the poor and 
ignorant a better place in which to 
live than the country. In the cities 
an individual gets better medical care 
and even better housing. 

In order to understand the health 
status and problems of the rural 
Negro, one must take into considera- 
tion not only the mortality statistics, 
but also statistics of morbidity and 
surveys of ill health, even though 
they are not complete. There is a 
recorded higher incidence of sickness 
and death among Negroes than whites 
in all of the Southern states. This is 
not due to racial hereditary biological 
difference in susceptibility, but to 
environmental factors. 


GENERAL HEALTH PROBLEMS OF THE 
Ruraut NEGRO 


The health problems of the rural 
Negro are based upon three major 
factors: (a) improper diet, (b) in- 
sanitary environment, and (c) ig- 
norance of personal hygiene, and of 
the hazard of local customs and occu- 
pations. His state of ignorance and 
poverty tends to promote and permit 





HEALTH PROBLEMS IN RURAL AREAS 


higher incidences of diseases—infec- 
tious and noninfectious, which prevent 
the full development and expression of 
his physical and mental potentialities. 
The presence of physical defects or 
disease in an individual tends to pro- 
duce a socially maladjusted person 
who must live in a progressive, com- 
petitive civilization. 

The rural areas in the United States 
are the weakest links in our public 
health chain. The insanitary practices 
of the farmer, the one million or more 
transients who live in trailers, and the 
aimless migratory state of unrest of 
the present rural young adult have 
made this weak link weaker. This is 
due in a large measure not only to 
economic reasons, but to inadequate 
public health organization to serve 
these people who are long distances 
apart, and who are improperly edu- 
cated along the lines of fundamental 
rural sanitation. No state health de- 
partment can ignore with impunity 
the problem of ignorance and health 
in any group of rural individuals. Does 
not the water supplies, the milk sup- 
plies, and most of the other foods orig- 
inate in the country? In spite of the 
local sanitary precautions, of pasteur- 
ization, inspection and filtration, the 
ignorance of methods of spread of dis- 
eases in the rural populace is still a 
constant threat. This potential menace 
should justly give the state and city 
health officer considerable anxiety. 

The rural Negro, handicapped as he 
is for the complex problem of life, is 
of greater interest to his race than the 
rural whites are to their race. The 
tural Negro migrates farther from 
home, having little or no property to 
tie him down. He migrates more 
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blindly, and is too often a wanderer 
without direction or defined purpose. 
This type of individual is more ig- 
norant of laws of hygiene and sanita- 
tion and is more likely to infect others 
or expose himself to infection. Al- 
though many of them do not have 
property, they do have family ties 
back in the rural areas from which 
they came, and in times of stress or 
illness, they frequently return to their 
relatives and take with them many 
diseases with which they have become 
infected. These rural Negroes have 
large families and the race is being 
propagated in increasing proportion 
from this group. Unless the trend is 
stopped, the rural Negro may become 
the reservoir for certain diseases of 
ignorance. 

The health problems of the rural 
Negro may be divided into two large 
groups: (a) Those in which the preva- 
lence is probably higher and the dam- 
age is surely greater in the growing 
child. Examples of this group are 
dietary malnutrition, hookworm, and 
other helminth infestations, malaria, 
diarrheal diseases, and to an increas- 
ing proportion, venereal disease, and 
(b) those in which the prevalence is 
higher in the adults but may directly 
or indirectly affect the growing child 
by interferring with his normal physi- 
cal and mental development. This 
may indirectly result in a malad- 
justed or even a nonadjustable future 
citizen. Examples of this group are: 
pellagra, reservoirs for insect-born 
diseases like malaria, filaria, tularemia, 
Rocky Mountain spotted fever, en- 
demic typhus, dengue, some occupa- 
tional fungus diseases, and the vene- 
real diseases which include not only 
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syphilis and gonorrhea, but such dis- 
eases as Granuloma inguinale and 
Lymphogranuloma inguinale. 

In most of our letters from the 
state health officers, tuberculosis was 
listed as one of the major health prob- 
lems in the rural as well as the urban 
population. From mortality reports in 
general and our small survey in Bul- 
lock County, Alabama, in which the 
tuberculin test was used as an index 
of infection, it appears that tubercu- 
losis in the country is not as much a 
health problem as it is in the city. On 
the other hand, as pointed out by 
Bishop and others in Tennessee, there 
is one rural group in which tubercu- 
losis is particularly fatal; namely, the 
adolescent and young adult rural 
Negro women. Tuberculosis will be 
discussed elsewhere in this volume. 

New Mexico reports that the Negro 
population in the state is very small, 
but the two large problems are tu- 
berculosis and syphilis; Tennessee 
cites venereal disease, tuberculosis, in- 
fant and maternal morbidity and 
mortality, malaria and parasitic in- 
fection (hookworm, ascaris, ame- 
biasis). Arkansas and Texas put the 
malarial problem very high on the 
list. Arkansas gives malarial index by 
the single slide blood film method as 
being over 17 per cent in school chil- 
dren in certain counties. Alabama 
cites syphilis, malaria, tuberculosis 
and rabies as its problems. The re- 
ports from several states showed the 
existence of dietary deficiency, al- 
though only Virginia ranked it as 
the major rural health problem. Sev- 
eral of the states cite under the head- 
ing of poor infant and maternal care 
the higher prevalence of Negro infant 
mortality and maternal mortality 


from puerperal sepsis; the former 1,5 
to 3 times, and the latter 2.6 to 4 
times as prevalent among the Negroes 
as among the whites living in the same 
area. 

While mortality statistics from sey. 
eral Southern states show a fairly high 
rate for malaria and also a high 
morbidity rate for malaria; on the 
other hand, it is almost impossible to 
find a death report from hookworm, 
This is likely to give one who reviews 
statistics the false belief that hook- 
worm infestation is not a serious 
Southern rural problem. This false 
belief is dangerous because we know 
that if there were accurate morbidity 
rates in some of these states, the hook- 
worm infestation rate would be higher 
than the malaria rate. Hookworm in- 
festation does not usually kill the pa- 
tient, but the permanent effects of it 
on the health economy of a con- 
munity make it just as serious as other 
diseases, such as malaria. We make 
definite concessions to those who say 
that mild hookworm infestation causes 
no damage; we can not, however, 
agree with them. Necatar americanus 
is milder than Ancylostoma duodenale, 
but no species of hookworm is so mild 
that it may be ignored when it is 
harbored by a growing child. 

We believe that from a rural public 
health standpoint, more attention 
should be focused upon those prevent- 
able diseases that chiefly affect the 
growing child and the young adult, 
therefore, our chief interest will be 
confined to that group. The future of 
the nation in health matters depends 
more on the young than the old. In 
the old their period of economic value 
both to themselves and the com- 
munity is practically over. There will 
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be exceptions such as pellagra, which 
even though increasing in prevalence 
with age, will nevertheless be con- 
sidered here along with the dietary 
malnutrition of the growing child. It 
must also be kept in mind that the 
older persons are often responsible for 
the endemicity of certain diseases 
which may greatly affect the growing 
child even though the person who is 
the reservoir appears to be affected 
very little, or not at all. Malaria, 
hookworm and fibrotic tuberculosis 
may be cited as examples. This state 
of equilibrium between host and para- 
site almost amount to a nonsympto- 
matic carrier state. To this group of 
adults serving as reservoirs may be 
added Endameba histolytica, the cause 
of amebic dysentery, where 38 per 
cent of the people in one Tennessee 
County survey showed infestation, 
with practically no symptoms in the 
adults; on the other hand, the young 
children living in the bottom lands of 
these same areas did show symptoms 
from the infection. 


Tue SpectaL HEALTH PROBLEMS OF 
THE RuRAL NEGRO 


The four most important health 
problems of the rural Negro today are 
malnutrition, syphilis, malaria, and 
hookworm infestation. They are listed 
here in the order of their importance; 
not from the standpoint of immediate 
mortality, but from the effects of the 
continuation of these conditions on 
the future citizenry of the race and 
nation. It might be added that a well 
thought out plan for the prevention 
and correction of these four major 
health problems will of necessity con- 
tain recommendations for control of 
the many other rural health problems 
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which will be mentioned briefly in this 
paper. 


MALNUTRITION, THE First Masor 
Rurat HEALTH PROBLEM 


Malnutrition may be the result of 
repeated or prolonged local or general 
infection or infestation, or of improper 
diet. First, it will be discussed from 
the standpoint of inadequate diet and 
the mental and physical effects of 
malnutrition on persons of different 
ages. In the very young child it is 
shown chiefly by diarrheal conditions, 
poorly developed muscles, staphylo- 
coccus skin condition, eye infection, 
poorly developed and carious teeth, 
and certain other laryngopharyngeal 
conditions. Associated with these con- 
ditions is an anemia and ease of 
fatigue which becomes more in evi- 
dence as the child grows older and is 
required to use both his body and 
mind according to routine schedules 
of work, play, and study. 

Most of the rural school children 
examined in our surveys showed a 
hemoglobin percentage below 75 per 
cent; some were as low as 25 per cent. 
These rural children generally eat 
what their parents eat. This means 
that for seven months out of a year, 
there are no vegetables and fruits be- 
cause the farmer plants only a one- 
season vegetable crop. Many of them 
do not can any of the vegetables or 
fruits grown in season. Therefore, 
when the season of plenty is over, 
their diet consists chiefly of bread, fat 
meat, and molasses. Many of the 
school children do not have mid-day 
lunch when attending school. This is 
due either to the fact that there was 
nothing in the home to bring as a 
lunch, or that they were ashamed to 
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bring what they had and expose them- 
selves to the ridicule of the more 
fortunate children. Not only is the 
dietary intake of the child inadequate 
for his normal growth and develop- 
ment, but the home environment is 
not conducive to wholesome sleep 
where the energy of the food eaten 
may be stored up for capacity to do 
tomorrow’s work. 

The factors of overcrowding and 
ventilation in these rural homes are 
not unlike those found in the slums of 
the city. To these factors may be 
added mosquitoes and very probably 
bedbugs and fleas. The anemia and 
its associated factors resulting from 
the inadequate diet and the unfavor- 
able home environment are major 
problems of rural health. 

If this dietary inadequacy is first 
shown in adults, the effects are not 
so grave upon society. Here we have 
pellagra and some other dermatoses 
and a degree of neuro-muscular fatigue 
or lethargy, but the fact that the 
state of physical development is over 
makes it less serious. Pellagra and 
dermatoses are from 3.9 to 5 times as 
frequent among the Negro as among 
the whites in the same area. These 
conditions are always associated with 
a prolonged history of dietary inade- 
quacies. The non-specific diarrheas 
and enteritis in the little children in 
these communities when compared 
with the homes where pellagra is 
prevalent in the adults, show an al- 
most perfect correlation. 


MALARIA AND OTHER DISEASES 
SPREAD BY INSECTS 


The second major rural health prob- 
lem is malaria and other diseases 
spread by insects. The Southern 


states from South Carolina to Texas 
inclusive, all show a high malaria] 
index. Malaria is 4.2 to 6 times ag 
prevalent for Negroes as whites. 

In our study in Bullock County, in 
Alabama, 16 per cent of the children 
between the school age of 5 and 2} 
showed malarial parasites in thei 
blood upon a single examination, 
Since Bullock County is a typical 
county of the ‘Black Belt,” our ob- 
servations there were compared with 
reports from other states. The correla- 
tion was sufficiently high to permit 
generalization. This was especially 
true when compared with the state 
reports from Arkansas (the index of 
which has been given above), Missis- 
sippi, Tennessee, and certain parts of 
Texas and South Carolina. 

There are many pathological 
changes in the body resulting from 
malarial infection. The chief system 
involved is the reticulo-endothelial 
system with the pigment deposits 
from degenerating plasmodia and red 
blood corpuscles. The plasmodium 
and its elaborated products of metab- 
olism serve both as a red cell invader 
and destroyer, and as a red cell sensi- 
tizer; the resulting fragility predis- 
poses them to mechanical and chem- 
ical damage. This results in an anemia 
which serves as a handicap to normal 
physical and mental growth and de- 
velopment of the children so infected. 

Only one out of every forty-seven 
dwellings in the malarial districts had 
screens, and in this small percentage, 
the screening was generally not suff- 
ciently complete to effectively keep 
out either the mosquitoes at night or 
the flies in the day. 

Under insect borne diseases, in ad- 
dition to malaria, may be mentioned 
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some which are more dangerous 
potentially than actually. One of these 
is the acute non-fatal disease known 
as dengue, which is due to a virus 
transmitted from man to man in 
America by three species of mos- 
quitoes: Aédes aegypti, Aédes albo- 
pictus, and Cutex quinquefasciatus. 
Dengue is endemic in the Southern 
states and has a seasonal prevalence 
which parallels the prevalence of the 
mosquito vectors. The attack rate is 
highest among those persons living in 
the endemic area who are exposed 
most to the mosquito vector. This dis- 
ease occasionally reaches epidemic 
proportions as it did in 1922 when 
600,000 cases occurred in Texas within 
about four months. 

The fact that the chief vector for 
dengue in America, Aédes aegypti, is 
also the chief vector for yellow fever, 
causes one to keep in mind the po- 
tential danger of an epidemic by this 
serious disease if a few cases of yellow 
fever were introduced in vicinities 
where dengue epidemics occur. The 
same sanitary ignorance which permits 
the spread of one will permit the 
spread of the other. 

Another disease which is a _ po- 
tential health problem is filariasis. 
This is a disease which is endemic to 
the vicinity of Charleston, South 
Carolina, and includes St. Helena 
Island where the Penn School is 
located. The disease is due to a 
nematode worm, Wuchereria bancrofti, 
which is transmitted from man to 
man by mosquitoes, of which Culex 
quinquefasciatus is the chief vector. 
This disease is slow in causing definite 
symptoms and the patient may not 
seek medical advice until an ele- 
phantoid enlargement begins to show 
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in some part of the body, when the 
adult filaria blocks the lymphatic 
channels which drain that area. This 
filarial lymphangitis obstruction may 
result in incapacitating swelling of the 
affected part. The microfilaria occurs 
nocturnally in the peripheral circula- 
tion which permits a laboratory diag- 
nosis. 

An explanation for the Charleston 
endemicity may be as follows: that 
there is a closeness of the infected 
persons; that the lack of screening 
permits a higher infestation in the 
mosquitoes and a greater opportunity 
for spread within the closed group. 

Two other diseases of potential 
danger to rural inhabitants are tu- 
laremia and Rocky Mountain spotted 
fever. These diseases are caused by 
two entirely different organisms, but 
since they may both be spread by the 
same species of wood tick, Derma- 
centor andersoni, they are discussed 
together. Both of these diseases have 
a comparatively low prevalence in the 
Southeastern areas where the ma- 
jority of the rural Negroes are, but 
the reports of their presence are in- 
creasing in those areas. Since the 
Negro is the most exposed race in 
America to diseases due either to the 
bite of the tick, deer fly (chrysops 
discalis), and to the handling of killed 
rabbits, it is expected that he will 
show a higher prevalence of these 
diseases. In persons not prophylacti- 
callyimmunized against Rocky Moun- 
tain spotted fever, the organism may 
show a marked invasion of the small 
peripheral blood vessels. This organ- 
ism may develop into clusters in these 
small blood vessels and cause a pro- 
liferating endarteritis. The fatality 
rate in some areas reaches 90 per cent. 
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Tularemia on the other hand is less 
fatal. Even though there may be 
marked glandular ulceration chronic 
in type and symptoms of prolonged 
prostration. The U.S. Yublic Health 
Service has collected fom the litera- 
ture 3,653 cases reported in the United 
States with only a 4.9 per cent 
fatality. 

Another. disease of importance is 
known as endemic typhus or Brill’s 
disease. This disease is due to a 
rickettsia organism and is not trans- 
mitted by the louse but by a flea 
which lives primarily on rats. Re- 
cently, there has been an increase in 
reports of cases from rural persons all 
along the Eastern coast of the United 
States, as far down as the Gulf. The 
State of Alabama alone reported 237 
cases, with 11 deaths in 1932. This is 
a very low fatality rate when com- 
pared with epidemic typhus where the 
rate is 50 per cent. 

Other arthropod-borne diseases 
which must be mentioned are relaps- 
ing fever and Chagas disease. Relaps- 
ing fever is a spirochete disease, and 
in America it is chiefly transmitted by 
the house infecting tick, Ornithodoros 
turtcata, and probably the bedbug, 
Cimex lectularis. Small epidemics of 
the disease have been reported in 
Texas and other Southwestern states, 
and even in California. 

Chagas disease, which is a form of 
Trypanosomiasis most common in 
South America, is transmitted by a 
species of the blood-sucking reduviid 
bug. This disease has not gained a 
foothold in North America as yet, 
but the bug has worked its way gradu- 
ally up through the Panama Canal 
Zone until now much of the South- 
western part of the United States is 
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infested. The potential danger here jg 
somewhat like the potentia) danger of 
yellow fever in areas where Aédes 
aegyptt is prevalent and the people are 
ignorant of its danger. 

During our Alabama survey, in one 
young woman we found bodies re 
sembling piroplasmidae in her blood, 
The significance of this observation is 
not yet determined. 

There are several fungous diseases 
which appear to be associated with 
the handling of the straw of the 
plants or coming in close contact with 
the animals that may harbor them. 
Since the farmer is frequently exposed 
in both of these ways, it is expected 
that he will frequently become in- 
fected. Some of these fungous diseases 
with which the Negro farmer often 
becomes infected are: Sporotrichosis, 
mycetoma, and actinomycosis. 


THe THIRD Major Rvuraw Pousuic 
HxeattH Prospiem: HookworM 
INFESTATION 


Hookworm infestation shows its 
greatest prevalence between the ages 
of 9 to 14 years, and is 1} times as 
prevalent in boys as in girls. There are 
probably two or more factors re 
sponsible for this condition; namely, 
the boys do more wading and fishing, 
swim in more mud holes, and begin 
working in the fields at the age of 8 or 
9, where he is more exposed to the 
larvae. In some areas the rural childis 
12 times as frequently infested as the 
urban child. The barefoot child on the 
farm is 7.1 times as highly infested a8 
the child who wears shoes. The 
average hemoglobin index for the it- 
fested children between the ages o 
5 and 14 in an Arkansas survey Was 
40 to 50 per cent. These findings or 
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related very well with our findings in 
Alabama; a severe anemia. 

In each of these groups there were 
generally some double infestation 
from one or more other organisms. 
The chronic pathological anemia re- 
sulting from the loss of blood by the 
adult hookworm clinging to the walls 
of the intestinal mucosa is greater 
than the effects of the larvae migra- 
tion and irritation, elsewhere in the 
body. Not only does the adult hook- 
worm draw out considerable blood 
from the child host, but it elaborates 
an anticoagulant-toxic product that 
appears to even affect the haemato- 
poietic system. Part of the anemia 
produced is associated with a chronic 
loss of iron from the system which 
affects the physiology of hemoglobin 
formation. The body response is thus 
different from that due to secondary 
anemia from mechanical loss of blood 
alone. 


Tue FourtH Mayor RuRAL HEALTH 
ProBLEM: VENEREAL DISEASE 


The fourth major rural health prob- 
lem of the Negro is venereal disease 
inwhich syphilis is used as an example. 

Many persons think of syphilis as 
being a problem similar to tubercu- 
losis; a problem of the over-crowded 
cities. This is not wholly true be- 
cause isolated studies in certain rural 
communities of the South, especially 
in Mississippi and Alabama, show the 
incidence of syphilis to be 13 times as 
high in the rural Negro as in the 
urban Negro in the same areas. 

There appears to be three factors 
which seem to promote this high in- 
cidence among rural Southern Ne- 
groes: First, increased exposure due 
to the ease of transportation of the 


rural Negro to the small towns, and 
his custom of going to town every 
Saturday afternoon or evening. Sec- 
ond, ignorance of venereal disease 
prophylaxis which is necessary upon 
exposure to prostitutes in these small 
towns. Third, the aimless town-to- 
town migration of young male adults 
who with promiscuity spread the dis- 
ease along their pathway. 

Syphilis is responsible for a very 
wasteful fecundity on the part of the 
women of the Negro race. This may 
be understood when we consider the 
high percentage of syphilitic rural Ne- 
gro women who get no prenatal care 
and in whom syphilis is often not dis- 
covered, or, if discovered, not treated. 
Of the untreated syphilitic women 
who become pregnant, only about 28 
or 30 per cent of the products of con- 
ception live to the age of 2 years or 
over; the other 70-72 per cent are 
divided as follows: 28-30 per cent die 
in utero, and the remaining 40 to 42 
per cent die within the first two years 
of life due to the weakened defense 
caused by the spirochete of pallida. A 
more detailed discussion of syphilis 
appears elsewhere in this volume. 

There are two other venereal dis- 
eases worthy of mention here. They 
are Lymphogranuloma  inguinale, 
caused by a filterable virus, and 
Granuloma linguinale, caused by an 
organism visible microscopically, but 
whose nature is not yet settled. The 
finding of the included gamma bodies 
and a positive Frei test aids in the 
diagnosis of the former while the in- 
cluded Donovan bodies are con- 
sidered diagnostic of the latter. 
The greatest prevalence of these dis- 
eases in the United States has been re- 
ported from the cities of the South 
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and middle West. The diseases are in- 
serted here among the rural health 
problems of the Negro because of the 
greater prevalence of these diseases 
among Negroes and the steadily in- 
creasing prevalence of all venereal 
diseases among the rural Negro. 

The higher incidence of the various 
venereal diseases, the insect-borne 
diseases, and the gastro-intestinal dis- 
eases are interpreted by the sanitarian 
as a good index of the standard of 
environmental sanitation in the com- 
munity. 

There are two diseases which al- 
though not under the same heading as 
those listed above are important 
nevertheless. They are Brucellosis and 
Rabies. 

Brucellosis is an infectious disease 
of protean manifestation which in 
America is chiefly transmitted to 
man by the ingestion or handling of 
milk or milk products coming from in- 
fected cows. This is very important to 
the rural Negro who if he has a cow 
does not generally have one that is 
government inspected, and if the cow 
has Brucellosis, the way in which he 
handles his milk and the lack of 
pasteurization renders him easily vul- 
nerable. He does frequently become 
infected in the manner. 

Since the World War, rabies has in- 
creased throughout the world. Two 
factors have probably contributed to 
this increase: (a) Relaxation of quar- 
antine and regulations in regard to 
dogs, and (b) the dog has become 
more popular. 

In America, the area of greatest in- 
fection is the South Atlantic and the 
Gulf states. Texas and Alabama lead 
in this area and the incidence is in- 
creasing. The Negro is the most fre- 


quently bitten. This is due in a large 
measure to the fact that he is more 
exposed, having a larger number of un- 
leashed dogs around his premises, to- 
gether with there being a more favor- 
able climate throughout the year 
thereby permitting these stray dogs 
to wander over a wide range. 


GENERAL RECOMMENDATIONS 


Any recommendations for the cor- 
rection of the major health problems 
of the rural Negro must take into con- 
sideration not only the qualification 
of the established agencies, but the 
social interrelationship of _ these 
agencies to each other. The key to the 
solution of these problems must be 
education in a broad, practical, socio- 
logical sense. Those in authority and 
the leaders in a community must show 
flexible intelligence in these matters, 
and through them the rural populace 
may be informed. There are five estab- 
lished agencies which must be con- 
sidered in any program for the correc- 
tion of the rural health program of the 
Negro. These overlap to some extent. 


The Official Health Department 
or Board of Health 


We realize that in these Southern 
states, the available money per person 
is small, and that in a dual system of 
health activities, it should be more 
in order to do a good job. That does 
not, however, justify the gross in- 
equalities of expenditure practiced by 
many where the Negro is concerned. 
Our first recommendation would be 
to the health authorities: that they 
accept the Negro as a citizen of the 
community and attack the various 
health problems as they exist, without 
discrimination; that they assume their 
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rightful responsibility for the health 
of all of the people of their states, and 
that they try conscientiously to see 
that all of the people are given as 
many health facilities as the available 
monies will permit, without regard to 
race. 
The Board of Education 

This agency should, in cooperation 
with the board of health, work out 
plans whereby correction of some of 
the errors of health education through 
the use of the school facilities in rural 
areas may be made. A more careful 
selection should be made in obtaining 
better prepared teachers for the areas 
where health problems are worse. The 
board of education should permit and 
even encourage individuality in the 
solution of the rural health problem 
through school health education. The 
child on the farm should be taught in 
school how to live healthy and pro- 
gressively on the land he tills. This 
should be a fundamental part of his 
education. 

The farmer should be taught how 
and what to feed his family, and how 
to raise and preserve it. He should be 
taught how and what to feed his soil, 
for we know that the rotation of crops 
and the proper feeding of soil is 
equally as important in the mainte- 
nance of its power of crop production 
as the diet is in the promotion of 
health in the growing child. He should 
be taught what live stock is best for 
his practical need, under his own eco- 
nomic set-up, how to feed and keep 
them, and how these animals and 
their products may best be used for the 
welfare of his family and the county. 

One of the definite needs at present 
is for all schools that are preparing 
persons to teach to give courses in 


hygiene and sanitation, both for rural 
and urban communities. These same 
schools should provide advanced 
courses in hygiene and sanitation for 
the particular field that a teacher 
selects. Summer schools should have 
such courses and teachers should be 
encouraged to take them, and use the 
information obtained from them in 
the solution of their rural problems. 
The knowledge of the sources of 
danger and the way in which the dis- 
eases that are most common to the 
rural people are spread is a prime 
factor in an intelligent control. 


The Home 


The home is the best adapted place 
for spreading the necessary informa- 
tion, but in the home is found the 
most poorly prepared persons in 
training and education to fulfill this 
responsibility. The parents are often 
more ignorant than the children con- 
cerning methods of the spread of dis- 
eases and the effects of these infections 
on the body and race. 


The Church 


The head of the church in most in- 
stances is a very  poorly-trained 
preacher whose knowledge of hygiene 
and sanitation is very limited. Most 
of his time is spent in church dealing 
with denominational teaching and 
‘“‘moral”’ issues, without any reflection 
upon the fundamental laws of hygiene. 
In many cases, he is equally as super- 
stitious as his congregation. One of the 
crying needs of this community is for 
better trained ministers. 


Public School 


Since the home and church are not 
giving the much needed instruction of 
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hygiene and sanitation, we turn to the 
public school for help. In general, the 
social function of the school is to in- 
fluence the conduct of the future 
citizens. Through the school we can 
influence the children, their parents, 
and the future clergy. This will mean 
that in the next generation, the home 
may be prepared to accept the re- 
sponsibilities of the home, and the 
church will be prepared to supplement 
them. This is as it should be. 

If the rural school teacher would 
interest herself in health topics as a 
part of her community responsibility, 
I am sure there would be favorable 
results both direct, and collateral. 
There is, of course, no single solution 
for all of these rural school problems. 
They vary with the nearness of homes 
or schools to streams or other bodies 
of water, with the types of soil, with 
the types of wells in general use in the 
community, and with the desire on 
the part of older students and parents 
to cooperate. What we wish to em- 
phasize is that the teacher should 
give some serious thought to the local 
problem and that the various institu- 
tions which train teachers should give 
them certain fundamental reaction 
patterns that may be used by them 
for reference. The first object of educa- 
tion should be health, and the rural 
teacher should integrate health teach- 
ing in his courses at school. 


Speciric RECOMMENDATIONS 


Teach the child in school and he in 
turn will teach his parents how to 
rotate their crops. This must be sup- 
plemented by parent-teacher associa- 
tion activities. Help the farmer to 
understand the value of diversified 
farming, planting more vegetables at 


different seasons instead of the one 
season crop which he has now. With a 
little selection of seed and type of soil, 
the farmer may have winter crops of 
vegetables such as turnips and col. 
lards which, when supplemented by 
properly canned and preserved fruits 
and vegetables from the previous fal] 
and summer, will give him a proper 
diet the year round. The school dem- 
onstration of diet essentials should 
emphasize what the farmer can raise 
in his own garden or field. The usual 
diet exhibit sent out to city schools 
may not be applicable to rural schools 
in different localities. The teacher 
must show some individuality in such 
matters. 

The farmer should be made to 
understand that the potentiality of 
the soil is somewhat like the potenti- 
ality of the young child; both depend 
upon individual study and feeding 
with rotation and variation. Just as 
the improper feeding of the soil may 
destroy its future germinating power, 
so may improper diet for the growing 
child handicap him and his offsprings 
in the future. 

If the rural community would use 
more vegetables and fruits, more fowl 
and eggs, more milk and butter, and 
more red meats, not only would we 
see a disappearance of the percentage 
of anemic, malnourished, young chil- 
dren with ease of fatigue, eye infection 
and other cutaneous manifestations of 
disordered function and infection, but 
also improved mental alertness. In the 
older group, pellagra will disappear 
and a generally more energetic com- 
munity will develop. 

The best key person in such a plan 
of education under the present set-up 
is the rural school teacher. 
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The next specific recommendation 
is to prevent the insect-borne diseases. 
This requires a knowledge of the 
seasonal variation of these different 
vectors, their special method of re- 
production, feeding habits, hibernat- 
ing habits, and their most vulnerable 
point of attack. It is impossible to 
give here a detailed entomological dis- 
cussion of each of these arthropod 
biological vectors. The most im- 
portant one is the mosquito which car- 
ries the malaria fever parasite. This 
disease will be used as an example. 

The problem of swamp drainage, 
diking, oiling and spraying bodies of 
water with larvicides, all of which are 
good methods in a program of con- 
trol, will be left to the health au- 
thorities. The specific recommenda- 
tions to the farmer are, to cooperate 
with these authorities in the large 
program but in the meantime, protect 
his dwelling by proper screening. 
The treatment of sick persons either 
with quinine, atebine or plasmochin 
is given a lower place. This is only to 
emphasize prevention over cure. For 
his immediate protection, screening 
stands at the top of the list. Of course 
covering rain barrels, draining water 
troughs, and not throwing tin cans 
where they may hold water, should be 
practiced. We have worked out a 
plan by which the screening of the 
average farmer’s home will cost less 
than one dollar per year if he is shown 
how to make his own casings, pur- 
chasing only the screen wire. This is a 
small price to pay for open windows 
and good, fresh air which is so neces- 
sary to sleeping quarters, and at the 
same time, have protection from mos- 
quitoes by night and flies by day. 
Proper screening will not only prevent 
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malaria, but the other listed diseases 
which are transmitted by flying in- 
sects, including the house fly, Musca 
domestica, which may play a major 
réle in the spread of the alvine dis- 
charge group of diseases. The farmer 
should also be warned of the actual 
and potential dangers of the non- 
flying arthropods such as ticks, fleas, 
lice and bugs, and the diseases spread 
by them. 

The next specific recommendation 
is in regard to the building of and 
using sanitary privies; prevention of 
soil pollution by human excreta. We 
must appeal to the farmer from the 
standpoint of sanitation and decency. 
This must be done in such a way as to 
demonstrate the danger inherent in 
the promiscuous deposition of body 
excreta so that he will be willing to 
change his many decade old custom. 
Hookworm infestation control may be 
best used for teaching this lesson. A 
teacher with a microscope and a little 
knowledge of parasitology may dem- 
onstrate this organism, thereby doing 
much to gain community support, 
especially when the victim may be 
shown before treatment and after 
treatment. The improvement of hook- 
worm victims after treatment is often 
quite striking both physically and 
mentally. The value of treatment with 
expensive drugs and the wearing of 
proper shoes are good ideals for the 
farmer, but too expensive for a $21.00 
per month laborer. It is hard to 
prevent boys from swimming, fishing, 
or wading in mud. All in all, the 
most economical method of prevent- 
ing hookworm infection is by build- 
ing sanitary privies and educating 
the people to use them. 

During 1929, and again in 1934, it 
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was the writer’s privilege to show 
several farmers in the State of Ala- 
bama how sanitary privies may be 
built without very much expense; em- 
phasizing always the location of the 
privy to the well, the barn, the in- 
accessibility to flies, chickens or pigs 
to its contents, and the location where 
overflow water would not flood it. The 
control of hookworm infestation by 
privies will also control several other 
intestinal parasitic diseases and to a 
large measure the gastro-intestinal 
bacterial disease. 

The next specific recommendation 
is for the control of venereal diseases 
using syphilis as an example. This 
topic will be discussed elsewhere but 
it should be kept in mind that the 
rural areas are becoming more and 
more the major reservoir for syphilis. 
The program for the prevention and 
control of syphilis will in a large meas- 
ure control those other venereal dis- 
eases which we listed as increasing 
potentials, such as Lymphogranuloma 
inguinale and Granuloma inguinale. It 
should be mentioned here that gonor- 
rheal opthalmia neonatorum is not 
uncommon in the rural Negro baby. 


CONCLUDING REMARKS 


The rural health problems of the 
Negro are primarily the problems of 
the rural Southern Negro. These prob- 
lems are those of ignorance, occupa- 
tion, old customs, and a low economic 
status. 

There are four major problems, the 
correction of which will also correct 
most of the minor rural problems: 

1. Malnutrition—corrected by di- 

versified farming. 

2. Insect-borne diseases with malaria 
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as the outstanding example—cor- 
rected by proper screening of 
farmers’ dwellings. 

. Pollution of the soil by human 
excreta. Hookworm infestation is 
a good example—correction by 
the use of sanitary privies. 

. Ignorance of personal hygiene 
and venereal disease prophylazis, 
Syphilis is an example of this 
group. Correction by a simpli- 
fied program of sex education 
graded for age, sex and intelli- 
gence, given under the super- 
vision of persons trained in this 
branch of instruction. 

The key person for the effective 
solution of these problems under the 
present set-up, we repeat, is the rural 
school teacher. And the person to in- 
fluence the rural teacher most should 
be the various institutions that are 
preparing people to be teachers. More 
attention should be given to these 
teachers to be sure that they show 
flexible intelligence and social adjust- 
ability. A rural school teacher should 
show ability to coordinate efforts of 
agencies and as far as possible show 
individuality in regard to diet demon- 
strations and posters, and have a 
wholesome personality and the sin- 
cerity of a teacher. 

The solution of the major rural 
health problems will depend largely 
upon practical education of the farmer, 
so that he will desire a higher and 
more decent standard of living and 
realize the significance of the effects 
of these diseases of ignorance on his 
family and their offsprings. A knowl- 
edge of how certain diseases are spread 
will go a long way toward a solution 
of these problems. 





CHAPTER XIV 


THE SOCIO-ECONOMIC BACKGROUND OF NEGRO 
HEALTH STATUS! 


Cuark TipsitTts, B.S. 
Chairman, National Health Inventory Operating Council, U.S. Public Health Service, 
Detroit, Michigan 


SocliAL AND Economic HEALTH 
DETERMINANTS 


The social and economic back- 
ground of the health of the Negroes or 
of any population is a highly compli- 
cated matter. In the first place, the en- 
vironmental background exists along 
with the background of heredity and 
rarely, if ever, has either been isolated 
for the purpose of observing its in- 
dependent effect upon health. In the 
second place, the social and economic 
background cannot be expressed as a 
single function, but must always be a 
complex set of several interrelated 
factors. Despite these complexities a 
number of investigations have been 
made during recent years based on 
the hypothesis that differences in eco- 
nomic status, dietary habits, avail- 
ability of particular kinds of food, geo- 
graphic location, occupation, oppor- 
tunities for employment, and other 
factors would be reflected in differ- 
ential rates of sickness and mortality. 
Two of the most comprehensive col- 
lections of data are found in Collins, 
Economic Status and Health? and 
Sydenstricker, Health and Environ- 
ment.* 

Economic Factors—The environ- 
mental index most frequently em- 


. | From the Division of Public Health Methods, Na- 
= Institute of Health, United States Public Health 


1¢e, 

* Edgar Sydenstricker, Health and Environment (A 
Recent Social Trends Monograph) New York: Me- 
Graw-Hill Book Co., 1933. 

Pune ors ang Eg rig i fates and iol, 
ealth etin, No. 165) Washington: Unite 
States Public Health Service, 1927. - 


ployed in these studies is family in- 
come or some other measure of eco- 
nomic status, and in nearly every in- 
stance it has been found that low in- 
come is associated with poor health 
and that those in the higher income 
groups enjoy relatively better health. 
Conclusions from a few of the more 
important studies are reviewed here 
as a means of orienting the reader. 
Rochester’s study of infant mor- 
tality in Baltimore* appeared in 1923 
and Woodbury’s analysis, ‘Causal 
Factors in Infant Mortality,’’® in 
1925. These investigations showed 
that the frequency of mortality during 


the first year of life was nearly three 
times as great among infants born into 
low income families, 7.e., 167 deaths 
per 1,000 live births as compared with 
59 deaths per 1,000 live births among 
children born into families in better 


economic circumstances. The dif- 
ferential rates between upper and 
lower income groups remained when 
the influence of age of mother, order 
of birth, length of time elapsed be- 
tween pregnancies and other factors 
not directly dependent upon income 
were removed. Similar economic rela- 
tionships are found in analyses of 
maternal mortality rates.’ 

4Anna Rochester, Infant Mortality (Baltimore). 
(Children’s Bureau Publication, No. 119) Washington: 
United States Children’s Bureau, 1923. 

’ Robert M. Woodbury, Causal Factors in Infant 
Mortality. (Children’s Bureau Publication, No. 142.) 


Washington: United States Children’s Bureau, 1925. 
6 Tbid., p. 148. 
7 Robert M. Woodbury, Maternal Mortality. (Chil- 
dren's Bureau Publication, No. 158.) Washington: 
United States Children’s Bureau, 1926, p. 37. 
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Using 1930 deaths of male workers 
15-64 years of age in conjunction 
with census returns for the same year, 
Whitney calculated mortality rates 
according to occupational class. The 
variation in the rates from around 7 
per 1,000 male workers among pro- 
fessional, business and clerical men to 
13 per 1,000 among low-paid unskilled 
workers is shown below: 

Death Rate Per 

Occupational Group 1,000 Workers® 


Professional Men 7.0 

Proprietors, Managers, and 
Officials 

Clerical and Kindred Workers 

Skilled Workers and Foremen 

Semi-skilled Workers 

Unskilled Workers 

All Gainfully Occupied Males 
(Including Agricultural 


Workers) S77 





Statistics on differential morbidity 
are more difficult to obtain because 
most sickness data do not become 
automatically a part of our vital 
records and when they do they are 
seldom reported in conjunction with 
an index of economic or social status. 
Nevertheless, information has been 
collected and analysis tends to con- 
firm the findings of mortality studies. 
As long ago as 1916 Warren and 
Sydenstricker found that the inci- 
dence of tuberculosis among garment 
workers (family heads) with annual 
earnings of less than $700 was twelve 
times as great as among workers in 
the same industry with annual earn- 
ings of $700 or more.'° Turning to 


8 See Rollo H. Britten, ‘‘Mortality Rates by Occu- 
pational Class in the United States’’ in Public Health 
Reports, vol. 49, No. 38, United States Public Health 
Service, Washington, September 21, 1934. The study 
covered 10 states: Alabama, Connecticut, Illinois, 
Kansas, Massachusetts, Minnesota, New Jersey, New 
York, Ohio and Wisconsin. 

* Adjusted to the distribution of all gainfully oc- 
cupied males in three age groups, 15-24, 25-44, 45-64 
years 

0 B.S. Warren, and Edgar Sydenstricker, ‘‘Health 
of Garment Workers,” in Public Health Reports, vol. 31, 
No. 21, United States Public Health Service, Washing- 
ton, May 26, 1916, pp. 1298-1305. 


pellagra, Sydenstricker, Goldberger 
and others found striking differences 
in the incidence of that disease as 
family income varied. In families 
with a weekly income per adult male 
unit of less than $2.50 there were 124 
cases of pellagra per 1,000 persons, 
while in families with weekly incomes 
of $9.50 or more per adult male unit 
the pellagra rate was only 2.6 per 
1,000.212 

Perrott, Collins and Sydenstricker 
analysed morbidity and economic 
data collected during the recent de- 
pression by means of house-to-house 
canvasses in eight cities. One of their 
reports® shows that among persons 
on relief the incidence of all types of 
illness during a three-month period of 
observation was 294 per 1,000 persons 
while among other low-income but 
non-relief groups the incidence of ill- 
ness was only 218 per J,000 persons. 
Similar results were obtained in 
studies by Margaret Klem and Paul 
F. Dodd" and in a preliminary tabula- 
tion of data for a Northern industrial 
community collected in connection 
with the nationwide survey of chronic 
disease now being completed by the 
United States Public Health Service. 

Thus the evidence appears con- 
clusive that there is a definite associa- 
tion between illness and economic 


11 Joseph Goldberger, et. al. A Study of Endemic 
Pellagra in Some Cotton Mill Villages of South Carolina, 
(Hygienic Laboratory Bulletin, No. 153) United States 
Public Health Service, Washington, January 1929, 


p. 81. 

12 See also I. S. Falk, Margaret C. Klem, and Nathan 
Sinai, The Incidence of Illness and the Receipt and Costs 
of Medical Care Among Representative Family Groups. 
Chicago: University of Chicago Press, 1933; Edgar 
Sydenstricker, | 8. D. Collins, et. al., “Hagerstown Mor- 
bidity Studies” in Public Health Reports, United States 
Public Health Service, Washington, 1926. 

st. J. Perrott, and Edgar Sydenstricker, 
“Causal and Selective Factors in Sickness,’ in American 
Journal of Sociology, 50: (No. 6) My 1935. 

14 Margaret C. Klem, Medical Care and Costs in Cali- 
fornia Families in Relation to Economic Status. San 
Francisco: State Relief Administration of California, 
1935; Paul F. Dodd, Economic Aspect of the Practice of 
M edicine in California, manuscript in possession of the 
author, 
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status and that those who are in poor 
circumstances are also disadvanta- 
geously situated as to health. 

Effective Factors—While _ these 
studies have pretty well demonstrated 
the existence of an economic back- 
ground for health, they merely invite 
further research, for lack of income it- 
self is not a cause of illness. The effec- 
tive environmental factors in promot- 
ing health are (1) the ability to pur- 
chase goods and services and (2) the 
occupational circumstances and cul- 
tural traits that may or may not be 
associated with economic status. Such 
variables may be expected to include 
nutrition, housing and _ sanitation, 
clothing, receipt of medical care, de- 
mands made by specific occupations 
on the vitality of those who pursue 
them, education to the extent that 
it determines how the available in- 
come shall be spent and awareness of 
the existence of and the importance 
of caring for disease, and traditions 
with respect to the use of foods, lei- 
sure time and so forth. Research has 
not penetrated far into analysis of 
health indices in relation to these so- 
called effective determinants, but 
there has been enough to indicate the 
reality of the problem. 

In the case of pellagra the incidence 
of the disease springs from a variety 
of factors, most, but not all, of which 
are associated with economic circum- 
stances. The disease is due to a de- 
ficiency in the pellagra preventive 

4 The relationship between sickness and economic 
status is a reciprocal one. It becomes more clear after 
ineome do bring about iit hesiti but tear also close tse 
ill health is an important factor in determining economic 
status. Many persons with a congenital weakness, with 
& tendency toward sickness, or who have been struck 
down by chronic illness or by disability resulting from 
selllivacgptem and, Ronen nae tonadct the bent 
the economic scale. For a discussion of this relationship 


see Perrott and Sydenstricker, ‘‘Causal and Selective 
Factors in Sickness,” pp. 
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vitamin. This vitamin may be ob- 
tained from many foods including 
yeast, lean meats, leafy vegetables, 
tomatoes and soya beans. In the 
South the diet of the poorer classes 
tends to emphasize corn meal, fat 
salt pork, and molasses all of which 
have little of the pellagra-preventing 
essential, and during the late winter 
and early spring these foods are likely 
to become almost the sole diet until 
the new garden crops are available. 
These dietary habits may be aggra- 
vated by restricted income, loss of 
credit, or crop failure which have 
made it difficult to supplement the 
diet with goods containing the pel- 
lagra-preventing vitamin.’® 

Studies of hookworm have also 
provided an explanation of differ- 
ential rates of attack. Hookworms in 
a certain stage of development enter 
the body mainly through the tender 
skin between the toes which is ex- 
posed to infested soil by those who go 
barefoot. The disease occurs in the 
South more frequently then in the 
North partly because insanitary meth- 
ods of excreta disposal are more 
prevalent in the South and partly be- 
cause the winters do not get cold 
enough to destroy the parasite. It 
occurs among rural children more fre- 
quently than among urban children 
because the former go barefoot more 
commonly than the latter . It is nearly 
ten times as frequent among children 
of unskilled laborers as among those 
of the professional, salaried and 
merchant class.!’ The latter difference 
is to some extent dependent on in- 
come. It is significant that this study 
included Negroes and that similar 


16 Sydenstricker, Health and Environment, p. 52. 
17 Collins, ‘Economic Status and Health.” 
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differential prevalence rates were ex- 
hibited among them. 

In the case of tuberculosis the 
factors behind the effectiveness of in- 
creased income in combating the 
disease are proper medical and sani- 
tarium treatment, diet, rest, fresh air 
and sunlight, good housing and 
freedom from worry. Quantitative 
measures of sanitation and housing 
are difficult to obtain but their hy- 
pothetical relationships to health 


have been outlined by Britten.'* They 
may be paraphrased as follows: 


(1) Lack of pure water through (a) the 
use of wells and cisterns in slum areas and 
(b) the non-piping of city supplies into slum 
dwellings, offers risks of epidemic diseases. 

(2) Insanitary sewage disposal by means 
of (a) privies which are improperly con- 
structed and maintained, (b) inadequate 
toilet facilities requiring multi-family use, 
and (c) privies and toilets poorly located in 
yards, porches, and halls, may be respon- 
sible for the prevalence of dysentery, in- 
fant summer complaint, and hookworm in 
slum neighborhoods. 

(3) Congestion and overcrowding of 
sleeping and living quarters, halls, yards, 
and streets in slum districts facilitate the 
spread of communicable diseases, such as, 
the common cold, influenza, chickenpox, 
cerebrospinal fever, diptheria, and cholera. 

(4) Absence of ventilation or poor venti- 
lation, both of which conditions obtain in 
the slum, play some part in the occurrence 
of such diseases as pulmonary tuberculosis 
and pneumonia. 

(5) Inadequate opportunities for secur- 
ing sunlight in slum homes and districts 
probably has some relation to the preva- 
lence of rickets among children living there. 

(6) Slum houses are not usually screened 
or at the most poorly screened against flies 
which are purveyors of typhoid fever and 
diarrheal diseases, and mosquitoes which 
are responsible for malaria. In addition, 


18 Rollo Britten, ‘‘The Relation Between Housing 
and Health,”’ in Public Health Reports, Vol. 19, No. 44, 
United States Public Health Service, Washington, 
November 2, 1934, p. 1308. 


slum dwellings are very seldom rat-proof 
whereas plague is endemic among rodents 
in certain parts of the country. 

(7) Extreme dampness—flooded cellars, 
leaking roofs, moulding walls, ete.—is often 
the condition of slum housing and may be 
associated with rheumatism and the like, 

(8) Dilapidation, i.e., broken stair steps, 
missing or uneven floor boards, etc., ig g 
primary characteristic of living quarters in 
slum areas and means an increased risk for 
home accidents. What is more, the ad- 
vanced age of most of the dwellings in the 
slum means (a) that they are seldom fire- 
proof, and (b) that the hazard from death 
and injury by fire is therefore very great. 

Up to this point the effect of slum areas 
on health has been measured in terms of 
mortality or sickness rates; but it is to be 
recognized that health embraces more than 
the mere absence of outright disease; it isa 
state of being in which all physical and 
mental processes function at their highest 
efficiency. Influences which affect physical 
or mental efficiency, or the peace and com- 
fort of the family, are therefore to be re- 
garded as having an adverse effect on 
health. 


As far as is known there has never 
been a study showing that failure to 
receive medical care is related to the 
protraction or aggravation of illness, 
but that such is often the case is be- 
yond doubt. The ability to obtain 
medical care is another variable which 
is to a large extent a function of eco- 
nomic status. The Committee on the 
Costs of Medical Care discovered 
that the proportion of illnesses receiv- 
ing medical attention of any kind 
varied from 66 per cent among families 
with incomes of less than $1,200 per 
year to 93 per cent in families where 
the income was $10,000 or more.” 

The studies of differential mortality 
according to occupation suggest the 
presence of a number of factors, some 
of them resulting from income dif- 


19 Falk, Klem and Sinai, op. cit., p. 282. 
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ferentials and some not. On the one 
hand, there is the restricted purchas- 
ing power and the lower educational 
level of those in the less skilled and 
jess remunerative occupations, and 
on the other hand, there are the 
hazards of the various occupations 
themselves. Dublin’s analysis of occu- 
pational mortality led him to the 
conclusion that the mere fact of hav- 
ing to put forth greater physical effort 
makes for higher mortality rates 
among workers in certain occupations, 
especially among those in the low- 
skilled and poorly paid ones.?? Dele- 
terious dusts and other substances 
and exposure to changes in atmos- 
pheric conditions are found also in 
connection with highly skilled occupa- 
tions and, hence, produce variations 
in health that are independent of 
economic status. 

Conclusion.—The evidence is con- 
clusive that social and economic ele- 
ments are determinants in the health 
of a population but from our present 
point of view, it suffers from at least 
two limitations. In the first place, it 
shows that the relationships are 
highly complex but it does not go far 
enough in the direction of unravelling 
the complexity to show the individual 
significance of the numerous factors. 
Second, practically all of the data 
cited are derived from studies of 
white populations with Negroes care- 
fully excluded in order to eliminate a 
possible cause of variation. 


IMPLICATIONS FOR NEGROES 


Were it possible to assume that 
Negroes and whites react alike to 


*” Louis I. Dublin, and Robert J. Vane, Jr., Causes of 
Death by Occupation. (Bulletin of United States Bureau 
of Labor Statistics, No. 507.) Washington: United 
States Department of Labor, 1930. 
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similar environmental influences, we 
could feel that we are in possession of 
at least a minimum amount of in- 
formation relative to the social and 
economic bases of Negro health prob- 
lems. It would then be necessary only 
to determine the number of Negroes 
who are situated in the various eco- 
nomic, occupational, nutritional, and 
social circumstances that are known 
to have deleterious effects upon 
health. This, however, would com- 
pletely neglect the possibility of racial 
differences in susceptibility to disease, 
which no investigator can afford to do 
until further research has been under- 
taken. 

It might be assumed, in the absence 
of social and economic data with ref- 
erence to Negro health, that the dis- 
cussion should be closed at this point 
until actual evidence of relationships 
is available or until the diseases that 
owe differential rates of attack be- 
tween whites and Negroes to racial 
characteristics have been identified. 
Indeed, the additional consideration 
given to the matter is regarded more 
as a statement of hypotheses than a 
presentation of logically derived con- 
clusions. The argument on the basis 
of which the discussion is continued 
runs along these lines: Variation in 
certain morbidity and mortality rates 
among whites derives at least part of 
its significance from variation in the 
social and economic environment. It 
is well known that the Negro popula- 
tion is less fortunately situated than 
the white in terms of income, educa- 
tion, opportunities for obtaining med- 
ical care, etc. Hence it seems rela- 
tively safe to assume that where 
there is variation in the degree of 
health among different economic and 
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social groups of the white population 
and where the Negroes show a higher 
rate of ill health than the whites, the 
explanation lies partly, at least, in the 
low-income status of the Negro. 
Credence should be given to this view- 
point when it can be shown with 
reference to a particular measure of 
Negro health that there has been im- 
provement over time. 
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ing population of 1930, as recorded by 
the Census Bureau, provides one of 
the more obvious measures of dif. 
ferences in economic status. The fol- 
lowing data” reveal the striking con. 
centration of Negro workers in the 
lower grade occupations in comparison 
with the more nearly even distribu. 
tion of the white workers. While the 
logic of this socio-economic grouping 


TABLE I 
Socio-Economic GROUPING OF NEGRO AND WHITE GAINFUL WORKERS IN 1930 








Percentage Distributions 
Male 
White 





Female 
White 
.O 100.0 


Total 
White 
100.0 


Occupational Groups 





Negro Negro 


100.0 


Negro 





° 


TRIN og 5.5. euerere'asa aneteg 100.0 


Professional 
Proprietary & Managerial. . : 
C lerical & Kindred Occupations. . 


Semiskilled 
Unskilled 


Farm Operators. . 
Farm Laborers 


wo NewaAoH 


3.3 15.8 
0. 2.5 
P. 34. 
0. 
10. 
57. 


4. 
22. 


6.6 
8.4 


41. 


21. 
18. 


aan CouweL 





Accordingly the purpose of the re- 
mainder of this paper is first to pre- 
sent quantitative evidence of the 
inferior social and economic status of 
the Negro and then to consider a 
number of indexes of Negro health 
with reference to this environment. 

Relative Economic and Cultural Sta- 
tus of Negroes and Whites.—The exist- 
ence of economic and cultural differ- 
entials between whites and Negroes 
is so far from being a matter of de- 
bate that the criteria most ready to 
hand will suffice for the present pur- 
pose. While there are no general in- 
come distributions for the two popula- 
tions, there are a number of sets of 
data which approximate them. The 
occupational distribution of the work- 


has never been the subject of in- 
tensive research, it is commonly as- 
sumed that the less skilled classes are 
characterized not only by lower in- 
comes but also by larger families, less 
education, and less of most other ad- 
vantages enjoyed by the skilled and 
white-collar groups. 

In the statistics of rent and value of 
non-farm dwellings, the 1930 Census 
provided another set of data that have 
been taken frequently as indices of 
economic status. The distributions 
shown in Table II” clearly indicate 
the position of the non-farm Negro 

21From Alba M. Edwards, ‘‘A Social-Economi¢ 
Grouping of the Gainful Mdm wr § of the a States” 
> snes American Statisti 385, D 


2 Computed from Fifteenth Census of the United 
States, Population, Vol. II, Table 23, 1933, p. 17. 
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with respeet to that of his white 
neighbor. These data do not reveal 
the position of the rural Negro, which 
is important, because 56 per cent of 
the Negro population is rural.” 

As an index of the relative economic 
status of the rural sections of the two 
populations, one may take the com- 
parative value of farms and farm 
buildings occupied by Negroes and 
whites. In 1935 farms operated by 
Negroes in the South Atlantic and in 
the East and West South Central 


Negro population and for the relative 
inability of this group to purchase 
adequate food, clothing, medical care, 
and other goods and services incident 
to the pursuit of normal, healthy 
living. 

Comparative degrees of unemploy- 
ment among Negroes and whites 
would provide some indication of dif- 
ferences in the uncertainty of income 
in periods of economic stress. There 
are no comprehensive statistics of un- 
employment but there are some data 


TABLE II 
CoMPARISON OF RENTAL AND VALUE OF NEGRO AND WuiTE Non-F arm DwE.uin@s, 1930* 








Cumulative Percentage 


Value of Owned Distribution 





Dwellings 


Negroes Whites 


Cumulative Percentage 
Distribution 


Negroes Whites 


Rental of Rented 
Dwellings 








Under $1,000 39.3 5.7 
Under $2,000 61.9 15.5 
Under $3,000 74.3 26.6 
Under $5,000 86.7 49.5 


Under $10 37.2 9.3 
Under $20 66.3 29.5 
Under $30 80.9 51.0 
Under $50 92.5 78.8 





* The differences revealed in the Table are somewhat exaggerated because —y oecaag more of the Negro than 


of the white population lives in small communities where rents and values are lower. 


owever, the differences 


would still be great were the distributions made specific for size of community. 


Divisions had an average value of 
$1,100, while white-operated farms in 
the same area were valued at $2,300 
on the average.** In 1930, throughout 
the entire United States, 14.0 per 
cent of the farm operators were Ne- 
groes but the buildings on the farms 
operated by them represented only 
2.6 per cent of the value of all farm 
buildings in the country.” 

The comparisons shown above are 
significant because of their implica- 
tions for the sanitation, general re- 
pair, and safety of the housing oc- 
cupied by large proportions of the 


_ 4 Fifteenth Census of the United States, Population, 
Vol. II, 1933, p. 34. 

% Computed from United States Census of Agricul- 
ture, 1936, A Summary of Farm Tenure, Tables I and 
IV, Bureau of the Census, March, 1937. } 

%* Computed from Fifteenth Census of the United 
States, Agriculture, Vol. IV, Table 1, 1932, p. 296. 


concerning the relative proportions of 
whites and Negroes on relief. In Jan- 
uary 1935 slightly more than 25 per 
cent of all Negroes in the United 
States were receiving relief compared 
with only 15.5 per cent of all white 
persons.”* The percentage for Negroes 
probably represents an understate- 
ment of the true situation, for there 
is evidence that access to the relief 
rolls was sometimes made difficult for 
this group. In connection with a dis- 
cussion of the status of the Negro, it 
is also relevant to note that, in some 
areas, the size of direct relief grants to 
Negroes and the W.P.A. wage rates 

26 Alfred Edgar Smith, ‘‘The Negro and Relief” in 
Monthly Report of the Federal Emergency Relief Admin- 


istration, March 1 through March 31, 1936, U.S. Govern- 
ment Printing Office, 1936, p. 11. 
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were smaller than for whites.?” This 
situation obtained despite the fact 
that relief grants to whites were fre- 
quently below the amounts required 
to maintain a standard of living at a 
minimum subsistence level. 

Another factor that serves as a 
general economic index, although 
closely related to the health of in- 
fants and of mothers is the extent to 
which women who are homemakers 
are gainfully employed particularly 
outside of the home. In 1930, 38 per 
cent of Negro homemakers were work- 
ing for wages. Only 11 per cent of 
white homemakers were so engaged. 
Twenty-five per cent of all Negro 
homemakers were working away from 
home compared with 10 per cent 
among white women.”® 

Ignorance of the nature and pos- 
sible consequences of disease and of 
preventive and curative measures is 
commonly believed to be associated 
with high rates of certain types of 
sickness and of death from certain 
causes. The educational level of Ne- 
groes is known to be markedly below 
that of whites. The Bureau of the 
Census reported that 16 per cent of 
the 1930 Negro population 10 years 
or more of age was illiterate, whereas 
only 2.7 per cent of the white popula- 
tion was so handicapped.®® School at- 
tendance data from the same source 
indicate that even the literate Negroes 
are at a disadvantage, for a smaller 
proportion of them than of the whites 
remain in school during the periods of 
early adult life :*° 


37 Tbid. 

28 Computed from Fifteenth Census of the United 
States, Population, Vol. VI, Table 10, p. 9. 

20 Fifteenth Conon of the United States, Population, 
Vol. II, p. 1219, 1933. 

30 Fifteenth Census of the United States, Population, 
Vol. II, p. 1095, 1933. 
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Per Cent oF PoPpuULATION IN ScHoor, 
1930 


16 and 17 
Years of Age 


Negro 46.3 
White 58.9 
Statistics of health facilities for the 
prevention and care of illness are 
notably deficient for all population 
groups. What is known about facil- 
ities for Negroes is presented in the 
several chapters in Part II of this 
volume. As recently as 1926, however, 
there was only one hospital bed in 
Negro Hospitals for each 1,941 Ne- 
groes in the United States compared 
with one bed for each 139 whites." 
In 1930 the comparative ratios of 
Negro and white medical practitioners 
to their respective population groups 
were as follows: 


18-20 Years 
of Age 


13.3 
22.6 


Population 
Sa 





Number Per 
10,000 Population 
Negro White 


3.2 13.7 
1.5 6.3 
4.8 26.5 


Type of Practitioner 





Physician and surgeon 

Dentist 

Trained nurse 
These ratios do not necessarily reflect 
the real differences in the extent of 
medical care available to the two 
groups. Many Negroes, especially in 
Northern cities, receive the services of 
white practitioners attached to staffs 
of both government and _ private 
clinics and hospitals. On the other 
hand, it is probably still true that 
Negro physicians are less well trained 
than the average white physician. 

With this brief survey of the com- 
parative economic and social status of 
Negro and white populations, we 
shall now turn to further considera- 
tion of health indices with reference to 


31‘‘The Negro Problem,” in Encyclopedia of the 
Social Sciences. New York: MacMillan, 1933, Vol. XI, 


p. 354 
a2 Computed from Fifteenth Census of the United 
States, Population, Vol. IV, Table 13, 1933, p. 25. 
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the Negro and to his environment. 

Infant Mortality—In 1934 the 
deaths of infants under one year of 
age numbered 91.0 per 1,000 live 
births among Negroes or 1.67 times 
the ratio of infant mortality among 
whites, 54.5 per 1,000 births.** Ap- 
proximately the same differential has 
existed continuously since 1930.4 
Infant mortality is a field in which 
research has been conspicuously suc- 
cessful in demonstrating the existence 
of a relationship to economic factors. 
A study, based on data from eight 
cities, published in 1925 showed 
marked variation in death rates for 
white infants according to annual 
earnings of the father. The rate for 
all white infants was 110 per 1,000 
births; for infants whose fathers earned 
less than $450 per year the infant 
death rate was 167; for those whose 
fathers earned between $650 and $850 
the rate was 107; and among infants 
born into families where the father’s 
annual earnings were in excess of 
$1,250 the mortality was only 59 per 
1,000.5 

The same investigation revealed 
that the total mortality rate among 
Negro infants was 152 per 1,000, or 
1.4 times that among white infants, 
which is consistent with our expecta- 
tion based on the relative social and 
economic status of the two population 
groups. This analysis also presents 
death rates for Negro infants accord- 
ing to the earnings of the fathers. The 
range of income is shorter because few 
Negroes were found with annual earn- 
ings of more than $850.** 
Ifa Morality Sette, 1984, Table 18, 1800, 
és beg Woodbury, “Causal Factors in Infant Mortality,” 

# Ibid., p, 187. 
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Infant Deaths Per 


Earnings of Father 1,000 Live Births 





152 


163 
164 
123 
103 


All groups 


Under $450 
$450-$549 
$550-$649 
$650-$849 


Woodbury*? and Rochester** pene- 
trated beyond mere economic status 
in an effort to determine the true 
causes lying at the bottom of these 
differential rates. While they were 
unable to measure the precise influ- 
ence of any single variable, they did 
discover that employment of the 
mother outside of the home before 
and after confinement, artificial feed- 
ing, and dwelling congestion were 
also related to mortality rates even 
when earnings of the father were held 
constant. Their tentative conclusions 
are that artificial feeding necessitated 
by outside employment of the mother 
brings about some deaths and that 
employment of the mother during 
pregnancy is responsible for premature 
births often resulting in death of the 
infant. It appears, too, that congested 
dwellings and close contact of infants 
with other persons give rise to infec- 
tions and deaths from respiratory and 
epidemic causes, and to lack of cleanli- 
ness in handling food which results in 
gastric and intestinal disorders. An- 
other factor is, of course, the actual 
kind and quality of the diet afforded 
the baby. 

Table III, on page 422, shows Ne- 
gro and white infant mortality rates 
for the entire registration area in 1934 
by major classifications of cause.*® 

Perhaps the most significant item in 


this table, aside from the comparative 


37 Ibid. 
38 Rochester, op. cit. 
39 Computed from Births, Stillbirths, and Infant 


Mortality, v. supra. 





422 THE JOURNAL OF NEGRO EDUCATION 


rates for all causes combined, is the 
tremendous excess of deaths among 
Negro infants from causes that are 
unknown or ill-defined. The most 
logical explanation of this difference 
is that the cause of death could not be 
determined because of the ignorance 
of the parents concerning the nature 
of the condition from which their 
children suffered and because of their 
inability to get medical care which, 
had it been obtained, would have pro- 
vided a diagnosis of the disease 
whether or not it ended fatally. 


tribution of the unknown and jj. 
defined causes to their proper places 
could not decrease the differences, 
That the differences should exist js 
quite in accord with expectation. 
The causes classified as “early in- 
fancy” which include premature 
birth, congenital debility and injuries 
at birth, present an interesting prob- 
lem, for there is very little difference 
in the rates for the two groups. It 
appears, as Collins has indicated pre- 
viously,*® that the concomitants of 
economic status are not important in 


TABLE III 


NeEGRO AND Wuite [Nrant Morta.ity Rates, py CAUSE OF DEATH IN THE 
UNITED States REGISTRATION AREA, 1934 











Causes of Death 


Infant Deaths Per 1,000 Live Births 





Ratio of 


White Negro to 





All causes 


Gastric & intestinal 
Respiratory 

Epidemic & communicable 
Early infancy 
Miscellaneous 

Unknown & ill-defined 





The numerical importance of this 
unknown and ill-defined group throws 
considerable doubt on the value of 
inter-racial comparisons for other 
causes. It is not safe to assume, for 
example, that the apparent Negro- 
white differential in the death rates 
from gastric and intestinal diseases is 
the true differential; the theory upon 
which our discussion is based would 
indicate that many of the causes 
classified as “unknown” really belong 
to the gastro-intestinal group. The 
Negro excesses for respiratory and 
epidemic and communicable diseases 
are great enough to be real and dis- 


connection with causes of death at the 
very early ages. However, one should 
expect some excess among Negroes if 
employment of the mother outside of 
the home is significantly related to 
premature births, because four times 
as many Negro as white homemakers 
are gainfully employed away from 
home. Perhaps some of the unknown 
and ill-defined causes are properly 
allocable to the early infancy group. 

The fact that the death rates for 
causes associated with early infancy 
are practically identical for Negroes 
and whites does not mean that there 


40 Collins, ‘‘Economic Status and Health.” 
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jsno excess of Negro infant deaths at 
the youngest ages. In 1934 the Negro 
death rate of infants under one month 
of age was 46 per 1,000 births, which 
was 1.42 times the rate, 32.3 per 1,000, 
for white infants.“ The explanation of 
this difference may be that other dis- 
eases, Such as the gastric and intesti- 
nal group or the respiratory, attack 
Negro infants earlier than they do 
the white. 

One additional bit of evidence, rele- 
vant to the problem is found in an- 
other Baltimore study. Knox and 
Powers” found that, when infants 
were taken to clinics and when the 
mothers were able to cooperate with 
the clinics, the mortality rate from di- 
gestive diseases could be reduced 
among both Negro and white infants 
and that the rate for Negroes could 
be brought down to the same level of 
that for whites. 

Maternal Mortality—Deaths of 
mothers at or near the time of child- 
birth are also believed to be associated 
with economic status. Poor nutrition, 
performance of heavy work in the 
prenatal periods, insanitary  sur- 
roundings at the time of delivery, 
lack of expert care in difficult de- 
liveries, shorter duration of hospital 
care, and lack of knowledge concern- 
ing proper home care are commonly 
associated with maternal deaths.“ In 
addition the presence of other dis- 
eases like syphilis increases the haz- 
ards of childbirth.“ 

It is significant that in both 1930 


‘ Po Births, Stillbirths, and Infant Mortality, v. supra, 


. “J. H. M. Knox, Jr., and Grover F. Pamers, 
Effectiveness of Infant Welfare Clinics from a Medical 
vont of View cited in Gover, Ma y, Mortality Among 
nen tn the United States, (Public Health Bulletin, 
é 0. 174) United States Public Health Service, Wash- 
ington, 1028. p. 59. 
ury, ‘Ma N ity,’’ p. 36. 
“ Ibid. p pf ternal Mortality,” p. 36 
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and 1934 the maternal mortality rate 
among Negroes was approximately 
twice that among white mothers.” 
The relationship held true in both 
urban and rural areas, as one would 
expect if economic and cultural in- 
fluences are important, for, as we have 
seen, the status of the Negro is far 
below that of the whites in both areas. 
MATERNAL DkEaTHs PER 1,000 
Live Brrrus 


1934 1930 
Negro White Negro White 


10.7 5.4 12.5 6.1 


Area 





All areas 

Cities of 10,000 
or more pop- 
ulation 14.6 

Rural areas 8.8 


14.1 


7.0 
11.6 6.2 


6.5 
4.5 


A small study of maternity cases at 
Johns Hopkins hospital indicated the 
presence of Negro-white differentials 
in maternal health and the presence 
of the factor of nutrition as well. Con- 
tracted pelvis, probably due to rickets 
(poor nutrition and lack of sunshine 
in early childhood), was found among 
32.6 per cent of a group of consecu- 
tive Negro admissions but among only 
8.5 per cent of a similar group of white 
admissions.“* Contracted pelvis is a 
frequent cause of deaths due to acci- 
dents of pregnancy, particularly in the 
absence of skilled medical care. 

General Mortality—In 1934 the 
general mortality rate among whites 
was about 10.6 per 1,000 popula- 
tion; among Negroes it was 14.8 per 
1,000 or almost 40 per cent higher, 
and there were significant differences 
at each age period.*? Similar com- 
parisons are found in Dublin’s re- 

46 Computed from Births, Stillbirths and Infant Mor- 
tality, 1980, Table II; Ibid., 1934, Table II; Mortality 
Statistics, 1930, Table V; and ibid., 1934, Table V. 


‘Maternal deaths” is used here to denote deaths from 
puerperal causes. 
46 Woodbury, op. cit., 


. 37. 
47 Computed from Us. Bureau of [the Census: 
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cent tables of life expectancy. Using 
data for 1929-1931 he found for both 
males and females that at each de- 
cennial age from 0 to 90 the life ex- 
pectancy for whites is significantly 
longer than that for Negroes.*® Part 
of these differences have already been 
explained through the comparison of 
infant and maternal death rates in 
the preceding sections. If the possi- 
bility of racial differences could be 
neglected, it would be easy to jump to 
the conclusion that the greater part 
of this difference could be laid to eco- 
nomic and social factors similar to 
those already identified. 

At least one investigator appears 
to be inclined toward this viewpoint. 
Gover analyzed Negro death rates in 
1928 and found a differential for Ne- 
groes between Northern and Southern 
cities that did not seem to exist in 
rural Negro mortality rates. Her ten- 
tative conclusion was that the higher 
developmental stage of public health 
work in Northern cities compared 
with that in Southern cities might be 
at least partially responsible for the 
difference.*® The degree of exposure 
to community efforts designed to pro- 
tect health is, of course, another as- 
pect of the environment of Negro 
health. 

That the health of the Negro can 
be improved and that the improve- 
ment is partly dependent upon 
changed circumstances including abil- 
ity to profit from the advances of 
medical knowledge may be inferred 





Mortality Statistics, 1934, Table 5, pp. 50-51 and Table 

7, 1936, pp. 160-213; and from estimated Negro and 

white population for 1934. (White estimated at 122,- 
278,000, Negro at 12,264 neo: 

iL. I. Dublin, and A. Lotka, Length of Life. 
New York: Ronald Press, 1986, Table I, p. 346; Table 
III, p. 354; Table V p. 362 

‘8 Gover, ‘ ‘Mortality Among Negroes in the United 
States,’’ p. 18, 
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from Britten’s statement that in the 
matter of longevity “the colored 
show even more improvement than 
the whites in expectation (of life) at 
birth in the past 10 years (1910 
1920). In general, it may be said that 
they have about the expectation at 
birth which the whites had 30 or 49 
years ago.’’5? 

Two sets of data presented earlier 
in this paper may be brought together 
to provide still another bit of evi- 
dence. The reader will perhaps recall 
the relationship between male death 
rates and socio-economic class of oc- 
cupation. From these data one may 
discover by an examination of Table! 
showing the distribution of workers 
according to the same occupational 
classes, that 41 per cent of the Negro 
male workers of 1930 were in the un- 
skilled class (compared with 15 per 
cent of the whites) in which the death 
rate was highest. It will also be dis- 
covered that the distribution of Ne- 
groes is remarkably thin in the white 
collar occupations where the death 
rate was low. Although a large pro- 
portion of the Negroes are agricul- 
tural workers, this group has been 
omitted from the discussion because 
the study of death rates according to 
occupational class included only one 
Southern state, Alabama, whereas 
nearly all of the Negro farmers and 
farm laborers are concentrated in the 
South. The death rate for agricultural 
workers was only 6.2 per 1,000 but 
there is good reason to believe that 
the agricultural workers in the ten 
states on which the study is based are 
not typical of farm workers in the 
South. It appears, however, to be 4 
relatively safe hypothesis that occv- 

80 Ibid., p. 28. 
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pational environment and concomi- 
tants of low income are important 
determinants of the health of the 
Negro population as well as of the 
white. 

The analysis may be extended to an 
examination of rate differentials for 
specific causes of death. Table IV 
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tain medical care. Mortality rates for 
Negroes approached those for whites 
among the causes which are more im- 
portant in later middle life and in old 
age. There are a number of possible 
explanations for this: (1) in the ages 
beyond the working period of life the 
great occupational differences tend to 


TABLE IV 


Comparative Necro anv Waite Dears Rares PER 100,000 PopuLaTIon 
IN THE REGISTRATION AREA By Causs, 1934 








Causes of Death 


Ratio of 
Negro 
Death Rate 
to White 


Death Rates Per 
100,000 Population 


White 





Negro 





All causes 


Syphilis 

Malaria 

Typhoid and Paratyphoid 

Tuberculosis, Other forms 

Tuberculosis of the Respiratory System 
Whooping Cough 

Diarrhea & Enteritis, over 2 years of Age 
Influenza, Pneumonia, & Bronchitis 
Nephritis 

All Other Causes 


Cerebral Hemorrhage & Softening 


Measles, Diphtheria, Epidemic Cerebrospinal Menin- 


gitis, Scarlet Fever & Smallpox 


Appendicitis, Hernia, & Intestinal Obstruction....... 


Cancer & Malignant Tumors 
Diseases of the Heart 
Diabetes Mellitus 


1,484.6 1,064. 


24 
112 
244, 

23. 


WRORM DBD CHNORDNNHSENA & 
ata teeta SI Tl | 


1 
7 
9 
2 
3 
5 
9.0 
9 
9 
9 
7 
ry § 
5 
4 
9 
0 





shows the causes of death in which the 
rates for Negroes were markedly 
higher than the rates for whites and 
the causes for which variation in this 
direction was less marked or alto- 
gether non-existent.*! 

Examination of this table reveals 
that the most excessive death rates 
among Negroes occurred from causes 
that are most likely to be associated 
with occupational environment: hous- 
ing, sanitation, knowledge of pro- 
tective measures, quantity and qual- 
ity of food supply, and ability to ob- 


5 Computed from Mortality Statistics, 1934. 


disappear; (2) those who survived the 
rigorous early and middle ages are 
perhaps a selected group of the strong- 
est individuals; (3) the high death 
rates in the early ages left fewer sur- 
vivors to die from the diseases of later 
life; and (4) registrars of vital sta- 
tistics in the South believe that 
under-reporting of deaths is greater 
in the older ages than in the younger. 
There is the additional point that the 
death rates of the two groups ap- 
proach each other for the causes 
about which there is less medical 
knowledge which means, in turn, that 
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the variation in ability to purchase 
medical care is of less importance. 

This reasoning is consistent with 
Britten’s analysis of mortality rates 
by occupational class and cause of 
death. There is much wider variation 
among the several classes in mortality 
from tuberculosis of the respiratory 
system, pneumonia, and nephritis 
than from diseases of the heart, can- 
cer, cerebral hemorrhage, and dia- 
betes.®? 

Morbidity—Death rates reveal lit- 
tle concerning the incidence of sick- 
ness, for mortality is a function of 
at least two other factors than the 
extent of illness, namely, the severity 
of the disease and the amount and 
kind of care received. The care of ill- 
ness may include the receipt of medi- 
cal attention, permanent or tempo- 
rary resignation from responsibility, 
and, in some cases, institutionaliza- 
tion. The extent to which any or all 
of these are available to different 
groups of the population varies mark- 
edly. Hence, it cannot be assumed 
that the preceding discussion has con- 
tributed much to a knowledge of the 
social and economic background of 
non-fatal illness among Negroes. In- 
deed, little is known about the amount 
of such illness even apart from social- 
economic factors. The data that are 
available are the subject of another 
paper in this group, ‘Incidence of IIl- 
ness Among Negroes,” by Mr. Per- 
rott. The first large body of Negro 
morbidity data to become available 
will shortly begin to appear in analy- 
ses of the survey of chronic disease 
now being completed by the United 
States Public Health Service. This 


8: Britten, ‘Mortality Rates by Occupational 
Class,”’ p. 1103. 
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house-to-house canvass recorded jll- 
ness and economic and social data for 
about three million persons, mainly 
urban dwellers. It is estimated that 
about 230,000 of these persons are 
Negroes. Two or three rather super- 
ficial morbidity items are reviewed 
below in conclusion to the discussion, 
Information concerning the preva- 
lence of serious disabilities and handi- 
capping conditions was obtained for 
the population of Dayton, Ohio, in 
1934 through a census undertaken 
jointly by the Chamber of Commerce 
of that city and by the Federal Emer- 
gency Relief Administration. These 
data were tabulated for the two racial 
groups and show that 60 per cent 
more Negroes than whites were af- 
flicted. The possible significance of 
economic factors is revealed by the 
fact that the excess of disabilities 
among Negrces declines to 20 per 
cent when the data are adjusted for 
differences in income distribution.* 
Per Cent oF PopuLaTION 16 YEARS 


oF AGE AND OLDER WITH SERIOUS 
DisaBILitigs IN Dayton, OnI0, 
1934 





Ratio 
White Negro to 
White 


Ne- 


Adjustment gro 





Adjusted for age 


only 
Adjusted for age 
& income 12 10 


1.60 
1.20 


16 10 





The mortality data presented above 
showed a Negro death rate from 
syphilis about 7 times greater than 
that among whites. Part of this excess 
is due to under-reporting of syphilis 
as a cause of death among whites, but 
it is believed that other factors are 
the relative ignorance of the Negro 

53 Unpublished data from the Survey of Occupa- 


tional Characteristics of the Population of Dayton, 
Chio, 1934. 
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concerning methods of preventing 
and curing infection, as well as his 
failure to appreciate the deleterious 
nature of the disease and his inability 
to obtain care when he does try to do 
so. The United States Public Health 
Service has collected evidence which 
indicates that there is a Negro-white 
differential in the actual incidence of 
the disease as well as in the mortality 
rate. It is estimated that syphilis is 
six times as prevalent among Negroes 
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statistics it is assumed that the ad- 
mission rates for each population 
group bear the same relative size to 
each other that they would if care 
was given to all who need it. With 
these thoughts in mind, the reader is 
prepared to examine Table V which 
shows for several states the rate of ad- 
missions to state hospitals for mental 
disease by racial and nativity classes. 

It will be noted that in only one of 
the four Northern states, Massachu- 


TABLE V 


First ApMIssions To State HospiTats FOR MENTAL DISEASE IN Six STATES 
Durin@ 1933, Race anp Nativity® 


(Rate per 100,000 population of the same color and nativity) 








Admissions Per 100,000 Population 





Negro 


Native 


Foreign Born 
White 


White 





Illinois 
Massachusetts 
New York 


Louisiana 


107 
106 
130 

65 


63 
51 





4 Patients in Hospitals for Mental Disease, 1933, U.S. Bureau of the Census, Washington, Table 16, p. 28. 


as it is among whites. 

Although there are no extensive 
data on hospital admissions classified 
by economic status, the mental hos- 
pital admission rates for white and 
colored appear to be consistent with 
the hypothesis that the unfavorable 
economic status of the Negro is a 
large factor in his higher illness rates. 
Before mentioning these statistics, it 
is well to recall the caution that the 
number of admissions to hospitals 
does not measure the incidence of 
mental disease but merely the ex- 
tent to which facilities for caring for 
it have been provided. In using these 


. 4 Thomas Parran, ‘‘The Next Great Plague to Go,” 
in Survey Graphic, 25: 406, Jl 1936. 


setts, does the admission rate of na- 
tive white persons exceed fifty per 
cent of the admission rate of Negroes. 
The foreign-born white population, 
which occupies an economically and 
culturally intermediate position be- 
tween the whites and the Negroes, 
has, with one exception, an inter- 
mediate rate of first admissions. The 
discussion has centered around the 
admission rates in Northern states 
because it is believed that in them, 
facilities for the care of all population 
groups are more likely to be available 
than in Southern communities. That 
is, it is presumed that the similarity 
of admission rates for the three groups 
in the states of Louisiana and Texas 
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is partially explained by the inade- 
quacy of facilities for caring for Ne- 
groes. 

Similar differentials are observable 
in admissions to institutions for the 
care of mental defectives and epilep- 
tics. Statistics for five Northern states 
for the year 1933 show the following 
rates per 100,000 population of the 
same class:° 





Foreign , 
Negroes born — 
Whites 
Admissions per 
100,000 pop- 
ulation 11.6 10.5 Wit 


SUMMARY AND CONCLUSION 


A number of studies have produced 
evidence of a definite relationship be- 
tween the health status of a popula- 
tion and environmental circumstances 
such as housing congestion and repair; 
availability of food, clothing and 
medical care of the proper kinds; oc- 
cupation; education; custom; com- 
munity provision of health services 
and institutions; working habits of 
mothers; and geographic location. Un- 
fortunately, for the present purpose, 
these studies have been limited almost 
entirely to white populations. How- 
ever, since economic and cultural 
characteristics of the Negro popula- 
tion show them to be disadvanta- 
geously situated in comparison with 
the whites and, since available indexes 


5 Computed from U.S. Bureau of the Census: 
Mental Defectives and Epileptics in Institutions, 1933, 
Table 19, p. 23 and Fifteenth Census of the United States, 
Population, Vol. II. Data are for the states of Illinois 
Massachusetts, Minnesota, New York, and Ohio, and 
are combined because of the small number of admis- 
sions. 





of health also make the Negro appear 
to be at a disadvantage, it seems safe 
to state the hypothesis that environ- 
mental conditions are important in 
determining Negro health status. Ac- 
cordingly, the hypothesis is reviewed 
with reference to infant and maternal 
mortality, general mortality, and a 
few statistics of morbidity. 

Further support for the hypothesis 
is found in one or two studies which 
show that Negro health has been im- 
proved when environmental condi- 
tions were changed. Additional evi- 
dence of improvement will be seen in 
papers in this series dealing with mor- 
tality and morbidity rates for specific 
diseases. What the future holds for 
Negro health is difficult to foresee. 
The programs now being initiated on 
a national scale for the extension of 
community health services should 
have favorable effects on infant and 
maternal mortality rates and on the 
incidence of syphilis, tuberculosis, and 
other diseases. Similar benefits should 
be derived from the extension of gen- 
eral education, which is now going on, 
into the higher age levels among Ne- 
gro youths and from the better edu- 
cation of Negro medical practitioners. 
The prospect for improvement of Ne- 
gro health that would result from 
changes in the economic and occupa- 
tional environment is much less op- 
timistic. It seems inescapable that 
low incomes derived from unskilled 
occupations will show a large degree 
of prevalence among the Negroes for 
a long time. 
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CHAPTER XV 


COMPARATIVE RACIAL IMMUNITY TO DISEASES 


James A. Doutt, M.D., D.P.H. 
Professor of Hygiene and Public Health, School of Medicine, Western Reserve University 


Living things characteristically ex- 
hibit defense when threatened from 
without. The method of defense varies 
with the species attacked and also 
with the nature of the harmful agent. 
Certain involuntary responses ob- 
served in man and animals are part of 
the armentarium, including pain, 
sneezing, coughing, vomiting and di- 
arrhea. Even the emotions play a 
part. Fear and flight are very close. 
Cannon! describes the complicated 
psychic and physiological reactions 
set up in the cat when its enemy, the 
dog, puts in an appearance. The net 
result is not only increased endurance 
but also a lesser liability to hemor- 
rhage in the event of a wound. 

Adaptation is also a common phe- 
nomenon. Man can adapt himself to 
a wide range of physical changes. The 
skin thickens when exposed repeat- 
edly to heat, cold, or injury. It tans 
to protect the body from the sun’s 
rays. Increased production of red 
blood cells and of hemoglobin enables 
the mountain climber and the aviator 
to overcome the anoxemia of altitude. 
Tolerance to poisonous chemicals is 
well known but poorly understood. 
Psychologically, every individual 
must adjust himself to the conditions 
of the society in which he lives. In- 
capability to do so is just as disastrous 
as failure of adaptation to the physical 
world. 





1W. B. Cannon, Bodily Changes in Pain, Hunger, 
Fear and Rage. New York: D. Appleton & Co., 1929. 


The term immunity is usually ap- 
plied to defenses evoked by parasitic 
invasion. It may be innate in the 
species and is then frequently termed 
“natural resistance.’’ Or it may be 
acquired, resulting from some en- 
vironmental stimulus, natural or arti- 
ficial. If the tissues of the individual 
play an active part, as in recovery 
from disease, or in vaccination against 
smallpox or diphtheria, the immunity 
is said to be active. When a prophy- 
lactic injection of tetanus or diph- 
theria antitoxin is given, the individ- 
ual is a recipient of protective sub- 
stances manufactured by others and 
the immunity is called passive. Im- 
munity of a passive type is frequently 
transmitted to the infant through the 
placenta or in the colostrum. 


THEORETICAL CONSIDERATIONS 
REGARDING INNATE RESISTANCE 


As between different species, little 
is known regarding the factors which 
determine immunity or susceptibility. 
The resistance of the hen and the 
frog to anthrax was originally sup- 
posed to be due to the fact that their 
body temperatures are unfavorable 
to the anthrax bacillus. However, this 
explanation is now known to be in- 
adequate. The rat is highly immune 
to diphtheria toxin but has no detect- 
able antitoxin in its blood. Appar- 
ently its body cells are incapable of 
chemical combination with the toxin. 
Plants are immune to animal infec- 
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tions and vice versa, and man is im- 
mune todiseasesof plants and to many 
of those which attack animals. 

If any racial or other group, of a 
single species, exhibits innate re- 
sistance, it is logical to conclude that, 
in part at least, this may be a sequel 
to experience with the specific micro- 
organism, or with others closely re- 
lated to it biologically. For, although 
the power to produce antibodies may 
vary as between individuals, never- 
theless it must be inherent in the race 
or survival would have been im- 
possible. Doubtless, in the scheme of 
evolution, single-celled microbes pre- 
ceded complex multicellular organ- 
isms. These microbes must have been 
free-living, that is, capable of main- 
taining themselves on the inanimate 
environment. With the advent of 
higher forms, those able to do so im- 
planted themselves in the tissues of 
animals and plants. In some instances, 
the invasion was mutually beneficial. 
In others, no material damage was 
done to the host. Where such adap- 
tation was not possible a struggle for 
supremacy ensued resulting in de- 
struction either of host or of parasite. 
Probably, with changing conditions, 
other free-living forms have become 
parasitic, subjecting the host-species 
to repeated tests of its ability to sur- 
vive. Each generation would thus be 
expected to have a higher average of 
resistance than the preceding. If this 
be true, then man and present-day 
animals and plants represent species 
from which those strains unable to 
adapt themselves to parasitic invasion 
have been eliminated by selective 
mortality. 

The particular experience of various 
groups would be expected to be di- 


verse. It would be expected, for ex. 
ample, that, in man, natural resist. 
ance to malaria would be developed 
among races and groups which had 
been for generations in the tropics 
and not among the Eskimo. And it jg 
not necessary to assume that all in- 
dividuals of any group should be 
equally resistant to any invasion, al- 
though it must be admitted that little 
is known of the laws of inheritance 
which determine differences between 
individuals in this respect. 

It is difficult to approach the prob- 
lem experimentally. Immediate and 
complete isolation at birth is difficult 
and young animals may be acci- 
dentally infected and thus actively 
immunized. Passive immunity may 
be transmitted from the mother and 
in species which mature early it may 
be transmitted to a third generation. 
However, successful results have been 
reported. Webster? has succeeded in 
breeding two strains of mice, one par- 
ticularly susceptible and one highly 
resistant to Bacterium enteritidis. The 
former was found, however, to be 
more susceptible than the latter to 
several other infections but not to all. 
The genetic mechanism concerned 
apparently may operate against in- 
vasion by several parasites. 

It will be objected, rightly, that 
this represents too narrow a point of 
view, even for variations in immunity 
within the same species. The relative 
resistance of Algerian sheep to an- 
thrax may be the result of previous 
racial experience with the anthrax 
bacillus, but it may also be due to 4 
non-specific resistance, developed per- 
mate Me dabei nd enue Ten 


and Susceptible Lines of Mice through Selective Breed- 
ing,’ J. Exper. Med., 57: 793-817, My 1933. 
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haps as a defense against some other 
environmental hazard. The rust-re- 
sistance of certain strains of wheat, 
notably Kharkov, may be due to its 
hard exterior, developed to enable it 
to survive severe winters. Strains of 
mice differ greatly in susceptibility to 
the influenza virus to which it is un- 
likely that they have ever been ex- 
posed in nature. In man, a whole 
gamut of anatomical variations may 
be of importance. The size and shape 
of the thorax may be factors in re- 
spiratory diseases. The color of the 
skin and its thickness may be factors 
in determining transmission by insect 
vectors. Enlarged tonsils offer certain 
bacteria exceptional opportunity for 
lodgment and growth. Dietary differ- 
ences, if they affect the acidity or 
other chemical properties of the gas- 
tric and intestinal secretions, may in- 
crease or decrease their bactericidal 
properties. 


ASSESSMENT OF IMMUNITY IN 
THE INDIVIDUAL 


Immunity conferred by a prior at- 
tack of certain diseases, notably small- 
pox, was well recognized long before 
the bacteriological era. The discovery 
of pathogenic agents, however, gave 
an experimental approach to the prob- 
lem and great stimulus came from 
demonstration that certain individ- 
uals may harbor such pathogens as 
the pneumococcus and the diphtheria 
bacillus and yet show no evidence of 
disease. As early as 1888, Nuttall* 
showed that normal blood serum 
possesses bactericidal properties. And, 
in 1894, Abel‘ found that blood serum 


i 3G. Nuttall, “Experimente tiber die Bacterienfeind- 
ichen Einflisse des Thierischen Kérpers,” Zeitschrift 
Sir Hygiene, 4: 353-394 (1888). 

‘R. Abel, “Ueber die Schutzkraft des Blutserums 
von Diphtheriereconval t und g d In- 
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of an individual who had never suf- 
fered from diphtheria nevertheless 
neutralized the toxin of the diphtheria 
bacillus. Metchnikoff® laid stress on 
the importance of cellular elements, 
and demonstrated the power of the 
polymorphonuclear leucocytes to en- 
gulf bacteria. The original doctrines 
of both “humoral” and ‘cellular’ 
schools are now outmoded, but im- 
munologists are still far from agree- 
ment as to the mechanisms of resist- 
ance. Various substances, the chemi- 
cal nature of which is unknown, are 
formed by the tissues of the host. 
Among these are opsonins, antibac- 
terial substances and antitoxins. Or- 
ganisms rid themselves of bacteria 
chiefly by a phagocytic action. In 
man two main types of phagocytes 
are found, the small polymorphonu- 
clear wandering cell and a larger 
mononuclear type. Metchnikoff® 
called the former microphages and the 
latter macrophages. Some types of 
bacteria, such as the staphylococcus, 
call forth a polymorphonuclear reac- 
tion; others stimulate chiefly a mono- 
nuclear response. In most instances 
both types of cells are stimulated. 
Simple tests of the immunity of the 
individual are available today in 
three infectious diseases. In diph- 
theria, the Schick test, which consists 
of the intradermal injection of a mi- 
nute quantity of diphtheria toxin, in- 
dicates the presence or absence of a 
definite level of antitoxin in the blood. 
A similar method, the Dick test, is 
available in scarlet fever. Immunity 
to smallpox is indicated by modified 





eriebacilien- 
gift bei Meerschweinchen,’’ Deutsc Medicinische 
Wochenschrift, 899-902, November 1894 and 936-937, 
December 1894. s 
5 E. Metchnikoff, L’'Immunité dans les Maladies In- 
fectieuses. Paris: Masson et Cie, 1901. 
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reactions to vaccine virus. In a few 
other diseases, immunity may be 
demonstrated by more technical lab- 
oratory methods. 


IMMUNITY OF GROUPS 


One of the most striking phenom- 
ena of infectious diseases of man is 
their selectivity, or tendency to at- 
tack certain racial, geographical, or 
other groups. This peculiarity is not 
necessarily due to variations in im- 
munity. It is sometimes associated 
with differences in environment— 
climatic, occupational, dietetic or eco- 
nomic. These differences may affect 
either immunity, exposure, or both. 
Environmental influences such as 


overcrowding are potent in deter- 
mining both frequency of exposure 
and dosage, in many human infec- 
tions. There is a third possible vari- 
able, namely, the virulence of the in- 


fecting microorganism. Thus the fac- 
tors are not simple to elucidate, but, 
on the contrary, they are complex 
and intricate. 

Epidemiological studies on preva- 
lence in different areas or in different 
groups resident in the same area, are 
handicapped by lack of reliable mor- 
bidity statistics. Frequently the only 
available measure is mortality, which 
is a resultant not only of the factors 
already mentioned but of inadequate 
medical care. This criticism is par- 
ticularly applicable to pulmonary tu- 
berculosis, a disease which is fre- 
quently cited as exhibiting marked 
racial selectivity. 


PuLMONARY TUBERCULOSIS 


In the United States, two racial 
groups, the Negro and the Indian, 
have excessive mortality rates from 
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tuberculosis. Wide differences are ob. 
served also as between different 
stocks of the White race. For regj- 
dents of New York and Pennsyl. 
vania, for example, those born in Ire- 
land have an enormously greater mor- 
tality than those born in Italy or ip 
Russia, as shown by Dublin and 
Baker. Such variations are con- 
sidered by some to be due to innate 
resistance, or susceptibility, that is, 
to the constitutional factor. Others 
consider environmental factors to be 
primarily responsible. 


Innate Resistance 


Two possibilities are recognized: 
First, that there may be a physical 
type inferior to others as regards sus- 
ceptibility to tuberculosis and that 
this type may be found more fre- 
quently in certain races than in oth- 
ers, and, second, that resistance varies 
according to racial experience with 
the disease. 

For centuries, in fact since the time 
of Hippocrates, physicians have ree- 
ognized a tuberculous habitus, or dis- 
position. Such a disposition, presum- 
ably, may be inherited or acquired. 
Pearson’ considered from correlation 
studies that the tuberculous diathesis 
is inherited in about the same degree 
from parent to offspring as are eye 
color, stature, and certain other physi- 
cal attributes. From family records 
collected in Baltimore, Pearl*® leans 
strongly in the same direction, but 
draws no definite conclusion, lacking 
sufficient data. 
~ 61. I. Dublin and G. W. Baker, ‘‘The Mortality of 
Race Stocks in Pennsylvania and New York, 1910, 


Quarterly Publicat 1 Association, 17: 18 
(1920). 
7 K. Pearson, ‘“Tuberculosis, Heredity and Environ- 
ment,” Hugenics Laboratory Lecture Series, VIII, 1912. 
® R. Pearl, ‘The Relative Influence of the Constitu- 
tional Factor in the Etiology of Tuberculosis,’’ Amerr 
can Review of Tuberculosis, 4: 688-712, N 1920. 
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Specific experience with the disease 
may be a very important factor. The 
reaction of primitive tribes is only re- 
motely related to the present dis- 
cussion. It is well known that when 
such peoples first come into contact 
with the outside world tuberculosis 
may occur as a rapid, generalized and 
fatal infection. Robert Louis Steven- 
son’ gives a dramatic account of such 
an occurrence among the Marquesans. 
That tribes distant from civilization 
may be practically uninfected is 
shown by the application of the tu- 
berculin test by Metchnikoff, Burnet 
and Tarassevitch!® to the Kalmucks, 
by Sorel in East Africa, by Zie- 
mann” in Kamerun, and others. 

Of the history of tuberculosis in the 
Early American Negro nothing is 
known. Doubtless those from the 
African seacoast had been exposed to 
tuberculosis almost since the begin- 
ning of navigation. Those from the 
interior were probably virgin soil for 
the tubercle bacillus. 

Immigration to the United States 
virtually ceased with the prohibition 
of slave traffic in 1808. Statistics of 
mortality at the present time are none 
too accurate and figures given for the 
first half of the last century should be 
heavily discounted. Jones'* reports 
that in Charleston, S.C., mortality 
from consumption was about the 
same for Negroes as for whites during 


*R. L. Stevenson, In the South Seas. New York: 
Charles Scribner's Sons, 1896, pp. 28-29. 
up’ E. Metchnikoff,, KE. Burnet and L. Tarassevitch, 
erches sur Epidémiologie de la Tuberculose 
dans les Steppes des Kalmouks,” Annales de L’ Institut 
Pasteur, 25: 785-803, N 1911. 
a) 3) Sorel, ‘‘Tuberculose et Alcoolisme a la Céte 
Cieeien Bulletin de la Société Pathol. Exotique, 5: 855 


P “H. Ziemann, ‘Zur Pathogenese, Diagnose und 
yoy | wd Tuberkulose in den Tropen,” Centralbl. 
. Bakter., Parasit. I ‘ i. $ 
lie-14t he, moos und Infektionskrank. (Orig.), 70 
vy, =T, J. Jones, “Tuberculosis Among the Negroes,” 
National Association for the Study and Prevention of 
Tuberculosis, Transactions of the Second Annual Meet- 
ing, 97-113, 1906. 
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the period 1841-1848, the average an- 
nual rate for each race for 1841-1848 
being about 290 per. Against this may 
be placed Frick’s"‘ statistics for Balti- 
more, for 1850, which show a mor- 
tality of 468 per 100,000 for Negroes 
and 317 for whites. 

Whatever may have been the case 
in earlier times, there is evidence that 
environment has been very influential 
in recent decades and that it is still a 
prime factor. One point of interest is 
the variation of male death rates as 
compared to those of the female. A po- 
tent genotypic influence would tend, 
a priori, to maintain the same sex 
ratio, more or less. Exception, of 
course, may be taken to this and it is 
offered only as a rough index. 

For the city of Baltimore, Howard 
gives the following average annual 
death rates from pulmonary tuber- 
culosis for the period 1876-1880: For 
white males, 296; white females, 303; 
Negro males, 658, and Negro females, 
668. And, for the period 1916-1920: 
For white males, 156; white females, 
102; Negro males, 470, and Negro 
females, 353. The percentages of re- 
duction are, respectively, 47.3; 66.3; 
28.6, and 47.1. The ratio of male to 
female mortality in the Negro has 
changed, in forty years, from 0.98 to 
1 to 1.33 to 1. 

Much attention has been given to 
the relative mortality of whites and 
Negroes and too little to the varia- 
tion exhibited by the rates. Deaths 
from pulmonary tuberculosis by color, 
sex and age, for thirteen Southern 
states, for the years 1928-1932, in- 


14 Charles Frick, M.D., ‘‘Vital Statistics of the City 
of Baltimore,” Am. J. M. Se., 30: 312-334, O 1855. 

1 W. T. Howard, Jr., M.D., Public Health Adminis- 
tration and the Natural History of Disease in Baltimore, 
Maryland, 1797-1920. Washington, D.C.: Carnegie In- 
stitution of Washington, Publication No. 351, 1924. 
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clusive, have been furnished the 
writer by the Bureau of the Census. 
Standardized death rates, for the 
period, by color and sex, were com- 
puted for each state. As a measure of 
variation, the coefficient of variation 
was used. This coefficient is the ratio 
(per cent) which the standard devia- 
tion of the distribution bears to the 
mean rate. It therefore takes into 
account not only variation but the 
size of the mean rate. 

These coefficients are as follows: 
For white males, 24.4; white females, 
35.8; Negro males, 23.8 and Negro 
females, 22.7. The greater relative 
scatter of rates for white females is 
due, largely, to excessively high rates 
for this class in Kentucky and Ten- 
nessee. It is of interest that, with this 
exception, the ratios are very similar. 
Assuming widespread opportunities 
for exposure, it is reasonable to con- 
sider that a very strong genotypic in- 
fluence on any class would lower its 
relative variation. 


Importance of Age at Time 
of Infection 


One of the most important features 
in the tuberculosis mortality of any 
group must be the degree of immunity 
acquired by so-called latent infections 
in childhood. In all probability, the 
tuberculosis future of an individual is 
determined, very largely, by the dos- 
age and the age at which it is received. 
The most favorable age would appear 
to be sometime after early childhood 
and before puberty. 

Brailey* has made a most promis- 
ing approach to this problem. One 
hundred and seventy children, of 


16M. Brailey, ‘‘Mortality in Tuberculin-Positive 
Infants,”’ Bull. Johns Hopkins Hosp., 59: 1-10, Jl 1936. 
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whom 72 were white and 98 Negro, 
found to be infected with tubercy- 
losis, were kept under observation for 
periods ranging from one to five years, 
The total five year mortality for the 
white was 13 per cent and for the 
Negro, 31 per cent. Mortality was 
twice as high, in both white and Ne. 
gro, in those infected in the first six 
months of life, as in those whose in- 
fection was discovered between the 
ages of six months and two years. Of 
those admitted with involvement of 
the lung parenchyma, 31 per cent were 
dead within the first year of observa- 
tion, no difference being observed 
between the two races in case fatality, 
The higher mortality of the Negro 
appeared to be attributable to a 
greater tendency to develop paren- 
chymal lesions, but once such lesions 
had developed, the risk of death was 
not materially different in the two 
races. 


Pathological Findings in 
Negroes and in Whites 


Valuable studies on the nature of 
the lesions found at autopsy have 
been made in recent years, notably 
by Opie,” by Everett}* and by Pinner 
and Kasper.!® All are in agreement on 
the higher incidence of miliary tuber- 
culosis and the more rapid progress of 
pulmonary tuberculosis in the Negro. 
Opie" found the ‘childhood type” 
more prevalent in Negro adults than 
in white adults. He noted also a some- 
what lower frequency of calcification 
due to previous tuberculous infection 

uu E. L. Opie, ‘Active and Latent Tuberculosis in 
the Negro Race,” Am. Rev. Tuberc., 10: 265-274, N 1924. 

is F. R. Everett, ‘The Pathological Anatomy of 
Pulmonary Tuberculosis in the American Negro and in 


the White Race,’ Am. Rev. Tuberc., 27: 411-464, My 


1933. : 
1®M. Pinner and J. A. Kasper, ‘Pathological Pe- 
culiarities of Tuberculosis in the American Negro. 
Am. Rev. Tuberc., 26: 463-491, N 1932. 
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in the Negro. Pinner and Kasper’? 
emphasize the commoner occurrence 
of hematogenous and lymphatic met- 
astases in the Negro. 

There is no agreement among pa- 
thologists, however, as regards inter- 
pretation. Opie”® considers that Negro 
children more frequently escape in- 
fection; hence the frequency of the 
“frst infection’ type in the adult. It 
is difficult to reconcile this opinion 
with the fact that infection, as re- 
vealed by a positive tuberculin re- 
action, is commoner, age for age, in 
Negro children than in white. This 
has been shown to be true, in Phila- 
delphia, by Hetherington, McPhe- 
dran, Landis and Opie*! and in rural 
Tennessee by Aronson.” Pinner and 
Kasper recognize the possible im- 
portance of repeated and heavier dos- 
age in determining the type of pa- 
thology, but lean towards innate sus- 
ceptibility of the Negro as a prefer- 
able explanation of the differences 
found. 

Further studies, epidemiological 
and clinical, are urgently necessary. 
Observation of individuals from birth 
with record of exposure, and with 
serial examinations, including tuber- 
culin testing and roentgenograms, are 
required. Particular attention should 
be paid to those of mixed blood. From 
clinical observation Carter” considers 
that the Mulatto is intermediate be- 
tween whites and Negroes in power 
to overcome tuberculosis. 


* E. L, Opie, ‘‘The Epidemiology of Zubeemione of 


Negroes,” Am. Rev, Tuberc., 22: 603-612, D 1930 
aH. W. Hetherington, F. M. McPhedran, H. R. M. 
Landis and B. L, Opie, “A Survey to Determine the 
revalence of Tuberculous Infection in School Chil- 
n, Am. Rev. Tuberc., 20: 421-510, O 1929. 

. 23. D. Aronson, “Incidence of Tuberculous Infec- 
tion in some Communities of the South,” Am. J. Hyg., 
iat S7e-000, 8 1931. 

. 4. G. Carter, ‘‘Inherited Immunity in Tubercu- 
losis,” Am. Rev. Tuberc., 13: 373-378, Ap 1926. 
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INFLUENZA, MEASLES AND 
Wuoopine CouGH 


There is no evidence that in- 
fluenza, measles or whooping cough 
are commoner in the Negro than in 
the white race. Mortality rates, how- 
ever, are well known to be substan- 
tially higher for the Negro. Since each 
of these diseases usually kills by in- 
citing a secondary pneumonia it is 
clear that, if the explanation lies in 
differences in resistance, such differ- 
ences are with respect to pneumonia 
and not to the primary infection. 
Space, and available data, do not per- 
mit discussion of secondary pneu- 
monia due to these causes. 


PNEUMONIA 


Pneumonia is commonly classified 
as primary or secondary. The former 
is usually lobar in type and, in the 
great majority of instances, is due to 
the pneumococcus. The latter is due 
to secondary infection, with any of a 
number of microorganisms, occurring 
during the course of influenza, mea- 
sles, whooping cough or, in fact, any 
inflammation involving the upper re- 
spiratory tract. 

Most pneumonia deaths following 
measles and whooping cough are now 
included in the proper rubric, that is, 
with the primary disease. In dealing 
statistically with the remaining pneu- 
monia deaths, it is current practice to 
combine classifications, 106 to 109, 
inclusive, of the International List, 
and to add to this total all deaths due 
to influenza, whether or not respira- 
tory complications are specified. This 
procedure will, therefore, be followed 
here. 

In all the Southern states, pneu- 
monia mortality is higher in Negroes 
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than in whites, and, in most instances, 
the excess is very great. Again, the 
relative variation is of interest. 

Standardized death rates have been 
computed for each of 13 Southern 
states by color and sex, for the years 
1929 to 1931, inclusive. The coeffi- 
cients of variation, for each class, are 
as follows: For white males, 12.8; 
white females, 14.3; Negro males, 
20.5 and Negro females, 21.0. That is, 
the relative variation is about fifty 
per cent higher for the Negro. Follow- 
ing the same argument as in tuber- 
culosis, this indicates that a constitu- 
tional susceptibility to pneumonia, 
while such may exist, is not suffi- 
ciently potent to stabilize variation 
to the same extent as is observed in 
the white race. 


DIPHTHERIA 


In Southern United States, mor- 
tality from diphtheria is uniformly 
higher in whites than in Negroes, in 
spite of the conceded greater avail- 
ability of prompt and specific treat- 
ment. The explanation is not obvious 
but apparently it lies in inequality of 
racial resistance. 

Observations, somewhat scanty it 
is true, on the frequency of carriers of 
the diphtheria bacillus relative to 
that of clinical cases indicate that re- 
sistance of the Negro is the determin- 
ing factor. In Baltimore, morbidity 
rates are less than one-third as high 
for Negroes as for whites. The differ- 
ence can hardly be due to poorer re- 
porting in the former. In the public 
schools attacks causing disability 
stand an almost equal chance of recog- 
nition in the two races, so that if a 
larger proportion of Negro cases is 
being missed, it must be because of a 
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relatively greater frequency of mild 
attacks. 

Combining the results of three car- 
rier surveys made in Baltimore at 
different seasons, Doull and Fales* 
found that the proportion harboring 
virulent diphtheria bacilli was 1,83 
per cent for white and 1.47 for Negro 
children. Thus nearly as many Ne- 
groes are infected but only one-third 
as many contract clinical diphtheria, 
indicating relatively greater immunity 
of the Negro. 

The problem of the nature of this 
immunity is of great interest. Appli- 
cation of the Schick test in Balti- 
more,” and in Mississippi and Tennes- 
see* have revealed no greater fre- 
quency of negatives, at corresponding 
ages, among Negro than among white 
children. The immunity peculiar to 
the former cannot, therefore, be due 
to a higher frequency of Schick-nega- 
tive individuals. However, Negroes 
may have greater capacity to produce 
antitoxin on infection. Black*> has at- 
tempted to answer this question by 
quantitative measurements of anti- 
toxin at intervals following injection 
of toxin-antitoxin. The proportion 
reacting by prompt formation of 
antitoxin was slightly higher for Ne- 
groes than for whites but the numbers 
included do not permit a final judg- 
ment. 

In the tropics, the microbe-host re- 
action in diphtheria has almost 
reached an equilibrium, and it may 
be that this disease has a much older 
history in warm than in temperate 
climates. This hypothesis would ex- 


2% J. A. Doull and W. T. Fales, ‘‘Carriers of Dee 
theria Bacilli Among the School Population of Balti- 
more,” Am. J. Hyg., 3: 604-639, N 1923. : 

% J. B. Black, ‘‘A Comparative Study of Suscepti- 
bility to Diphtheria in the White and Negro Races, 
Am. J. Hyg., 19: 734-748, My 1934. 








COMPARATIVE RACIAL IMMUNITY TO DISEASES 


plain the relatively high resistance of 
the Negro by assuming a longer racial 
experience than that to which the 
white race has been subjected. 


ScARLET FEVER 


Frick’s" statistics for Baltimore in 
1850 show mortality rates from ‘‘scar- 
latina” of 138 per 100,000 for whites 
and 108 for Negroes. In recent years 
the relative position of the Negro has 
been much more favorable. Howard® 
in discussing the rates for the period 
1905-1919 comments: 

The fatality was proportionately nearly 
three times greater in the White than in 
the Negro race, the number of deaths stand- 
ing in the ratio of 15 to 1 and the popula- 


tion 5.42 to 1 respectively, a remarkably 
high shift in favor of the Negro since 1850. 


It is often stated that attacks of 
scarlet fever are frequently over- 
looked in the Negro. This is probably 
true but it cannot account for mor- 
tality differences which are so con- 
spicuously and consistently in favor 
of the Negro. 

As in diphtheria, immunity tests do 
not provide the explanation. In Cleve- 
land, for example, Pevaroff and Hind- 
man* found that Negro children 
showed no evidence of greater im- 
munity than white ‘‘in so far as can 
be determined by the Dick test.’’ The 
mechanism may be similar to that 
operating in diphtheria. 


OTHER InrectTious DIsEASES 


Negro mortality exceeds that of the 
white in several other infectious dis- 
eases, notably in syphilis, gonorrhea, 


*“H. H. Pevaroff and 8S. M. Hindman, ‘‘The Dick 
Test in White and Negro Children Resident in a Con- 
pad Beotion of Cleveland,” Am. J. Hyg., 19: 749-752, 
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malaria, tetanus, typhoid fever and 
puerperal septicemia. In all of these, 
there is every reason to suppose that 
greater exposure of the Negro plays a 
predominant réle. That this is the sole 
factor cannot be determined from 
available data. 


Non-InFectious DISEASES 


Dietary diseases such as pellagra 
and rickets are more prevalent among 
Negroes for reasons which are suffi- 
ciently obvious. There is nothing to 
be gained by discussion of diseases of 
unknown etiology. Cancer of the skin, 
for example, is less frequently a cause 
of death in the Negro than in the 
white. And, on the other hand, cancer 
of the reproductive organs is more 
frequent in Negro women than in 
white. We are as ignorant of the 
causes of these differences as we are 
of the underlying factors in cancer 
itself. 

CONCLUSIONS 


Few definite conclusions can be 
reached. In pulmonary tuberculosis, 
to which more attention has been 
paid in this connection than to any 
other disease, the factors determining 
excess mortality of the Negro remain 
undissociated. It is clear, however, 
that environment plays an appre- 
ciable part. In diphtheria and scarlet 
fever, the explanation of differences 
in mortality appear to lie in greater 
resistance of the Negro, although the 
mechanism has not been discovered. 
For other diseases even less is known. 
The whole subject of the comparative 
immunity of various races is a field of 
research which has been but little 
tilled. 





CHAPTER XVI 


PROBLEMS OF HEALTH SERVICE FOR NEGROES 


MicuHaEt M. Davis, Pu.D. 
Chairman, Committee on Research in Medical Economics, New York City 


Is the care of Negro health a medi- 
cal problem, an economic problem, or 
a race problem? If it is a mixture, in 
what proportions are its elements 
compounded? 

As a medical problem, sickness and 
its care among Negroes are very much 
the same as the corresponding pzob- 
lem among whites. Some important 
diseases differ in relative frequency. 
But in the large, the medical problems 
of Negroes and of whites are different 
in emphasis, not in kind. Both groups 
need physicians, dentists, nurses, hos- 
pitals, clinics, medicines, and public 
health agencies. 


Tue Economic PROBLEM 

I quote the following from a book 
written a few years ago by a pro- 
fessionally trained woman who, after 
studying carefully a certain area of 
the South, stated the following con- 
clusions: 

First, the economic level of the people 

..is so low that they cannot provide 
for themselves even the minimum amount 
of medical, nursing and health care requi- 
site for the protection of the individual or 
of the community. 

Second, such people, except in unusual 
instances, are getting a negligible amount 
of health protection. 

Third, the natural resources of the coun- 
try in which these people live cannot in the 
immediate or near future be developed to 
such an extent as to raise the economic level 
to a point where they can provide adequate 
medical, nursing and health care for them- 
selves.! 


1 Mary B. Willeford, Income and Health in Remote 
Rural Areas. New York: Frontier Nursing Service, 
1932, p. 79. 


Can any reader think of an area to 
which this statement would apply? If 
I heard it for the first time without 
knowing its source, I should certainly 
think of more than one rural com- 
munity in which a large part of the 
population is colored. But Miss Wille- 
ford did not study a Negro section. 
Her report refers to a mountain area 
of Kentucky in which the Negro popu- 
lation is only one-fifth of one per cent. 

One can find areas with almost 
wholly white population in Northern 
Michigan and Minnesota, in the 
Ozarks and elsewhere, to which her 
statement would apply just as much 
as it does to the Appalachian Moun- 
tain regions and just as well as it ap- 
plies to many rural sections of the 
South in which a large part of the 
population is Negro. 

This quotation illustrates the eco- 
nomic problem. The medical needs of 
people are determined by human 
physiology, whether the bodies are of 
the well-to-do or the poor. Measured 
by the incidence of the more serious 
diseases, the need is in fact somewhat 
larger among the poor. In the main, 
the medical needs of an area vary 
about in proportion to its population. 


Economic STATUS AND 
MEDICAL CARE 


But the medical facilities which an 
area possesses in the way of physi- 
cians, dentists, nurses and hospitals, 
and the amount of medical care which 
the people of different areas receive 
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are found to differ rather in propor- 
tion to the wealth of the areas than 
merely to the number of their inhabi- 
tants. This is a striking, perhaps a 
tragic fact. 

Let me mention a few facts to illus- 
trate the relationships between in- 
come and medical care. In California 
there are more physicians in propor- 
tion to population than in any other 
state, but in 1934 a survey reported 
that more than one-third of the people 
whose family incomes were under 
$1,200 had no medical care whatever 
for a disabling sickness; whereas with 
people with more than $3,000 a year 
per family, only one-sixth went 


through a disabling illness without a 
physician’s care. There have been 
similar findings in a number of other 
studies, both during and before the 
depression. A group of studies made 
previous to 1930 and covering ‘‘over 
24,000 persons of moderate or small 


incomes showed that 25 to 30 per cent 
of these people had gone through a 
disabling illness—not a minor one— 
without any care from a physician.’’ 

Another way of illustrating the 
same point is by the number of visits 
from or to a physician which people 
in different income groups receive 
during the course of a year. Two 
studies, one national, the other in 
California, showed that families with 
incomes of under $1,200 received 
about two calls from or to a physician 
per person per year. As income in- 
creases, the number of physicians’ 
calls becomes steadily larger until, 
with family incomes of $10,000 and 

Califo a Pimlien _ Pe snag thay ang 
= mag State Relief Administration of Califor- 


3 Michael M. Davis, Paying Your Sickness Bills. 
price: University of Chicago Press, 1931, p. 54, 
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over, there are about five physicians’ 
calls per person per year. The latter 
figure is just about what Dr. Roger 
I. Lee and his associates in their book, 
The Fundamentals of Good Medical 
Care,‘ estimate to be needed by people 
in general. 

Still another illustration of health 

contrasts among different economic 
groups is drawn from a study of mor- 
tality in Cincinnati in 1930.5 In this 
investigation figures by local census 
tracts were utilized and these tracts 
could be classified according to the 
economic status of the population, 
based on rentals. Infant mortality in 
the “low” economic areas was 94 
deaths per 1,000 live births; in the 
“medium” areas, 46.8; in the ‘“‘high”’ 
areas, 34.5. Similar contrasts have 
been brought out in a number of other 
studies, especially those of the federal 
Children’s Bureau.’ Cincinnati sta- 
tistics include figures for both whites 
and Negroes. In the “low” economic 
areas, the white figure of infant deaths 
during the first year per thousand live 
births was 76.5; the Negro, 139.3. In 
the ‘‘medium” areas, the figures for 
white and Negro respectively were 
44.9 and 77.3. In the “high” economic 
areas, the white figure was 34.7 and 
Negro 30.3. These figures substantiate 
the effect of economic conditions on 
infant mortality and also suggest that 
economic rather than race influences 
account for the differences between 
the white and the colored group. 
+ Commaittes on the Costs of Medical Care, No. 22, 
Leo snd Lanta Wétehan Tonap, Univanpiiss eh Cliente 
Costs of Medical Careamong epre wate Paanlines be 
Falk, Klem and Sinai, p. 

Floyd P. Allen, A dedy of Mortality by Census 
Braet inh = Gi.af Cincinaat, Obie, for (Health Divi 
sion, ie meme mag Chest), of: BP. 9 and 

*’ Children’s B ureau, “th ome rae Labor, 


— _— in I nfant we ka No. 142, Washing- 
ton, 
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In another section of the same 
study, the tuberculosis mortality 
rates per 100,000 population, white 
and Negro, are shown according to 
classified census tracts. Table I brings 
out the main facts: 


TABLE I 


TusercuLosis Mortauity RATES PER 
100,000 PopuLaTIoN or CINCINNATI, 
WHITE AND NEGRO, ACCORDING 
to Economic Status, 1930 








Medium High 


10.0 
17.0 


Low 





11.5 
53.5 


22.0 
116.0 


Whites 
Negroes 





It will be noted that between the 
“high” areas and the “‘low”’ the differ- 
ences in mortality rates for whites are 
only a little over 100 per cent, whereas 
for the Negro they are nearly 700 per 
cent. 


MepicaL CarE AMONG NEGROES 


Most of the sickness surveys con- 
ducted in recent years have not in- 
cluded Negro populations. There is 
only a little direct information as to 
the medical care which Negroes se- 
cure and as to their expenditures for 
sickness. Figures reported by the 
health department of one large South- 
ern state are to the effect that in 1929 
one in every six Negroes who died in 
that state went through his last illness 
without any medical attendance and 
that in 1934 the proportion had risen 
to 23 per cent. The proportions among 
the whites were about one-third of 
these in each year. 

Last October the magazine Fortune? 
published an account of a survey en- 
stthatemat ae nentotommetamie 
but were kindly furnished by one of the editorial staff. 


vor the interpretations in the text the writer is respon- 
sible. 
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titled ‘Doctors, Dentists and Dol- 
lars.”” A field staff working for the 
magazine had canvassed what js 
claimed to be a representative though 
small sample of the American popula- 
tion and the people were asked how 
much money they had spent during 
the past year for doctors, dentists, and 
hospital bills. These returns were 
classified according to the economic 
status of the family. All through the 
tables, the Negro appears as spending 
less money for medical care than the 
lowest white economic group. Forty- 
one per cent of the Negroes had spent 
nothing during the preceding year for 
doctors and hospital bills, whereas 
among the “poor” group of whites 
only 28 per cent had spent nothing. 
Sixty-nine per cent of the Negroes had 
spent nothing for dental care, whereas 
the figure among the ‘“‘poor’’ group 
among the whites was only 42 per 
cent. 

Low income is correlated with less 
medical care; and this is in spite of 
the fact which all of us recognize, that 
most physicians are willing to give 
their services in case of need, even if 
the patient cannot pay. Paying-power 
depends upon the manner in which 
sickness bills are paid, as well as on 
the amount of the bill in relation to 
the annual income. Systematic budg- 
eting for sickness in advance and dis- 
bursing a fixed weekly or monthly 
amount throughout a year is easier 
than payment of an equivalent annual 
total all at once. Lodges or “sickness 
benefit clubs,” a form of voluntary 
sickness insurance which utilizes this 
principle, appear to be common 
among Negroes, at least in cities. 
A study recently made in New Or- 
leans under the direction of Professor 
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Charles S. Johnson® showed that there 
was extensive participation in such 
clubs but that the financial status of 
these organizations was frequently 
unstable if not unsound and that the 
medical services which they supplied 
to members were generally unsatis- 
factory. Experience shows that any 
successful use of the insurance prin- 
ciple for meeting the costs of sickness 
must have a broad industrial or com- 
munity basis. 

That low income is generally asso- 
ciated with insufficient medical care 
is the heart of the economic problem 
for both Negroes and whites. The 
difference between the economic prob- 
lem of the Negro and the white with 
respect to medical care is simply one 
of degree. By and large, Negroes aver- 
age a lower economic status than 
whites. The economic problem of 
medical care for the Negro is the 
same as the whites’ problem, only the 
lines are drawn in darker colors and 
with heavier strokes. 


Race RELATIONS 


Race accentuates the economic 
problem. Color restricts the Negro’s 
access to many medical facilities and 
services, even in those instances when 
he could pay for them, or when they 
could be given to a sick person for 
whom the race difference did not 
enter. So the race problem compli- 
cates and increases the economic prob- 
lem of medical care which many Ne- 
groes face along with other poor 
people. In the North most Negroes 
live in cities where there are numerous 
physicians and hospitals and where 

8 Harry J. Walker, ‘‘Negro Benovelent Societies in 


New Orleans—A Study of Their Structure, Function 
feed yembership.” Fisk University, 1936. (Unpub- 
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race is of secondary significance as a 
barrier to securing these services. In 
the South race presents definitive 
barriers to the use of certain services 
particularly in institutions; and the 
medical care of the Negro in the South 
has the further characteristic that it 
is largely a problem of rural areas. 
The bulk of Southern Negroes are 
rural. Physicians, dentists, hospitals, 
and nurses are not distributed geo- 
graphically in proportion to popula- 
tion. They are distributed, in the 
main, in proportion to the wealth of 
the population. The larger cities of 
the United States have only about 550 
people for each physician. The coun- 
try districts on the average have 
nearly 1,300 people per doctor. 
A study published by the American 
Medical Association in 1935,° follow- 
ing earlier studies of Professor Ray- 
mond Pearl and others, showed that 
the number of physicians in propor- 
tion to population varies among the 
3,000 counties of the United States in 
rather close ratio to the spendable in- 
come of the people in these counties. 
The distribution of hospitals is even 
more highly concentrated in the cities 
and in sections of larger economic re- 
sources. The great majority of rural 
areas have no organized health de- 
partments. 

Because the Southern states are 
largely rural and because, taken as a 
whole, they are poorer than most 
other sections of our country, they 
have fewer physicians in proportion 
to population and fewer hospital beds. 
In the Southern states, there is one 
physician to every 1,000 people, as 
compared with nearly 750 for the 

*R. G. Leland, Distribution of Physicians in the 


United States. Chicago: Bureau of Medical Economics, 
American Medical Association, 1935, pp. 7-10. 
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United States as a whole and about 
600 for some of the wealthier states. 
But in Southern communities with 
less than 5,000 people, there are about 
1,500 people to one physician, and in 
rural areas where the population is 
largely Negro, the supply of physi- 
cians is still lower. A majority of these 
Southern rural counties have no hos- 
pitals and when hospitals are present 
or are accessible in neighboring com- 
munities, few if any beds are open 
to the Negro. 

The medical care of the rural Negro 
requires, it is obvious, that facilities 
must be available in the way of physi- 
cians and hospitals. But it also re- 
quires that the Negro patients them- 
selves must be able to pay for the use 
of these facilities or that somebody 
else must pay for them. Provide the 
personnel and facilities which are now 
lacking and pay for them! Is the 
answer just as simple as that? 


THE Four-Foip PRoBLEM 


Even if ten-dollar bills were as 
plentiful as thorns on a blackberry 
bush, the answer wouldn’t be as 
simple as that. There may be a doctor 
around the corner and a hospital 
within a mile, and both might be 
ready to give their services free. But 
the sick man may not seek the doctor 
and he may be afraid of the hospital. 
There is a problem of demand as well 
as of facilities and of payment. The 
problem is not only what the Negro 
needs and what he can pay for him- 
self. It is also what the Negro wants 
and what he will use. The problem is 
one of education as well as facilities 
and finances. The total problem is 
thus four-fold: medical, economic, ra- 
cial, and educational. 


THE JOURNAL OF NEGRO EDUCATION 


Effective health education of the 
Negro requires the participation of 
the Negro himself. Not only must the 
educational program be sympatheti- 
cally conceived and wisely executed, 
but Negro physicians, Negro nurses, 
and Negro lay organizations must 
play a part in designing and executing 
it. By health education I do not mean 
only what is taught about hygiene 
and sanitation by health departments 
and by schools. I include also the de- 
velopment of understanding and atti- 
tudes which will promote the intelli- 
gent care of sickness and the intelli- 
gent use of physicians and hospitals. 


HEALTH EDUCATION 


Health education always faces the 
risk of being ‘‘preaching without prac- 
tice.’’ Personal hygiene involves hab- 
its which adults are very slow to 
change and the same is true of the 
ideas and attitudes held concerning 
physicians, hospitals and the care of 
sickness in general. Yet with adults, 
much may be accomplished through 
health education, provided motiva- 
tion to action exists. Adults will gen- 
erally have little motive to alter their 
ideas or habits unless the information 
and advice which they receive relates 
directly to diseases or conditions 
which cause pain or fear for them- 
selves or their children. 

With children in schools and with 
young people in colleges, other ap- 
proaches may be effective. Classroom 
instruction in health matters, how- 
ever, must be connected with activity 
and experience. This is particularly 
true of young persons in colleges and 
normal schools, where academic in- 
struction concerning health is of little 
value unless it is accompanied (1) by 
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personal health service through a 
well-organized plan of health exam- 
inations and medical care for the stu- 
dent body; and (2) by observation of 
a well-organized plan of public health 
work and medical care for children in 
a practice school wherein the future 


teachers participate. 


Necro PuysIcIans 


What has the Negro group pos- 
sessed in the way of physicians and 
nurses of its own people and of hos- 
pitals run for or by its own people? 
The handicaps imposed by poverty 
and by race have made the path of 
the Negro physician difficult. A study 
by Dr. Julian H. Lewis'® of Chicago 
reported that in 1935 there were 
nearly 4,000 Negro physicians in the 
United States. The Negroes have 
about one-quarter as many Negro 
physicians in proportion to their num- 
ber as the whites have of white physi- 
cians. The Negro physicians have 
found it necessary to concentrate in 
the cities, even more than have the 
white, and Negro physicians have 
gone more to Northern than to South- 
ern cities. Four Northern states— 
New York, Illinois, Pennsylvania and 
Ohio—contain about 2,000,000 Ne- 
groes and 900 Negro physicians, 
whereas in 4 Southern states—Geor- 
gia, Mississippi, Alabama, and North 
Carolina there are altogether 4,000,- 
000 Negroes but only about 450 
Negro physicians. Forty per cent of 
all Negro physicians are in ten North- 
ern states which have only 18 per cent 
of the Negro population. This con- 
centration undoubtedly results from 
. 1° Julian H. Lewis, ‘‘Number and Geographic Loca- 
tion of Negro Physicians in the United States,” Journal 


of the A : ate ° mm 
Ap (6) ion” Medical Association, 104: 1272-3, 
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the economic necessity of the Negro 
physician to work among people who 
have enough money to pay him. Very 
few Negro physicians can possibly 
make a living from practice for fees 
among Negroes in most rural sections 
of the South. Despite the great need 
for more and better dental care, there 
is little use in encouraging additions 
to the present small number of Negro 
dentists until better economic oppor- 
tunities for dental practice among 
Negroes can be assured. 

There are barely a hundred Negro 
physicians graduated from medical 
schools each year, the majority com- 
ing from Meharry Medical School in 
Nashville and Howard University 
Medical School in Washington, the 
remainder from various Northern 
schools. There is no doubt that the 
Negro physician has been improving 
in status in most Northern and in 
some Southern cities, as the educa- 
tion, opportunities, and economic 
status of the Negro group have ad- 
vanced in these communities. But 
this is not true in Southern rural 
areas. 


HosPITALs 


Hospitals are important not only 
as places furnishing medical care but 
also as agencies for the education of 
physicians and nurses and for the con- 
tinuous professional improvement of 
the physicians who use their facilities. 
Substantial improvement has been 
made in this respect during the last 
ten years, largely as a result of the 
efforts of some Negro physicians 
themselves and of such agencies as 
the Julius Rosenwald Fund, the Gen- 
eral Education Board, and the Duke 
Endowment. Whereas in 1930, there 
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were only ten hospitals approved by 
the American Medical Association as 
good enough for the training of in- 
ternes, today there are sixteen such 
hospitals." Several have been en- 
larged and much improved during 
this period so that the number of 
good interneships now available to 
Negro physicians is, for the first time, 
somewhat in excess of the supply of 
young physicians. A majority of these 
first-rank Negro hospitals, though not 
a majority of the Negro beds, are in 
the South. 

During the same period, there has 
been some improvement in the oppor- 
tunities for the training of Negro 
nurses, but for Negro nurses in private 
duty the problem is to find positions 
which will be sufficiently remunera- 
tive to justify full professiona) train- 
ing. In the public health field, the 
situation is much better than in pri- 
vate nursing. The interest of the 
United States Public Health Service 
and of a number of Southern state 
health officers has drawn into public 
health work in the South an increas- 
ing number of Negro nurses. Eight 
years ago there were less than a dozen 
Negro nurses employed in the whole 
South. Today there are probably 
more than twelve times that number. 
Opportunities for the training of Ne- 
gro public health nurses are increas- 
ing. Only a fraction of the need has 
been met, but a good beginning has 
been made. 

We cannot consider hospital care 
without its economic basis. It is 
costly. So costly, that nearly all hos- 
pitals for mental disease or tubercu- 
losis have to be supported at govern- 


_. 4 Julius Rosenwald Fund, Negro Hospitals, A com- 
pilation of available statistics, 1931, p. 46. 
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ment expense for both white and eol- 
ored patients. Even in general hos. 
pitals, half of all cases throughout the 
United States are cared for without 
charge either in governmental or in 
voluntary institutions. Low paying 
power makes it necessary that the 
major part of hospital provision for 
Negroes be free or at very low cost.” 
The experience of the Julius Rosen- 
wald Fund with a number of hospitals 
especially for Negroes has made it 
clear that a hospital exclusively for 
Negroes cannot be maintained unless 
it receives very substantial payments 
from other sources than its own pa- 
tients. Such hospitals will require sub- 
stantial grants from charitable organ- 
izations, foundations, or from govern- 
ment funds, or else these hospitals 
must be wholly maintained by taxes 
like Harlem Hospital in New York or 
the Negro unit of the General Hos- 
pital of the City of St. Louis. 


HospiTaL PROBLEMS 
Hospitals for Negroes and hospital 


care for Negroes are two quite differ- 
ent things. Most general hospital care 
for Negroes, in both the South and 
the North must be in hospitals which 
will also receive whites. In the South, 
the colored provisions are in separate 
sections. In addition, a very limited 
number of hospitals especially for Ne- 
groes are required, in carefully se 
lected localities; and for these hos- 


12 In 1930 in addition to some 25 well-established 
Negro hospitals, there were nearly a hundred = 
hospitals managed by and for Negroes. A survey 

at that time by the American Medical Association fe 


ported that most of these small places were inadequate, 
and many were definitely undesirable. The majority 0} 
these small Negro hospitals represented the effort 0 
Negro physicians in various cities to have some hosp! 
facilities through which they could care for private pa- 
tients. The number of such small and unsatistactery 
Negro hospitals has probably diminished on accoun 
the depression, although no review has been mi 
since 1930. See Negro Hospitals, op. cit., Appendix Il, 


p. 51 
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pitals, the educational interest in the 
training of Negro physicians, nurses, 
and other Negro personnel should be 
the primary consideration. At the 
present time there are 15 or 20 such 
hospitals—Flint-Goodridge in New 
Orleans, Provident in Chicago, Mercy 
in Philadelphia, Lincoln Hospital in 
Durham, Harlem Hospital in New 
York—to name only a few. Such hos- 
pitals must be supported largely as 
educational enterprises. They will not 
only educate the small number of 
Negro physicians, nurses, and ad- 
ministrators whom they touch di- 
rectly, but will stimulate many others 
indirectly and will be agencies from 
which many Negroes will learn to de- 
mand better medical facilities and to 
utilize them more intelligently. 

Experience has shown that the ad- 
ministration of such hospitals pre- 
sents not only the problems common 
to all medical institutions, but also 
unusual difficulties of financing and 
of race relations, particularly within 
the medical staff. The administration 
of every hospital involves delicate 
relations among the physicians who 
utilize or are interested in the insti- 
tution and between physicians and 
the governing authorities. When these 
administrative problems are com- 
plicated by actual or by factitious 
race issues, the administration of the 
hospital may be seriously handi- 
capped. 


Pusiic Heauttu SERVICES 


Miss Willeford said of certain white 
areas that they cannot pay for the 
medical facilities they need out of 
their own local resources. A fortiori 
the same is true of rural Negro areas. 
For rural areas, general state funds 
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must supplement local funds if ade- 
quate public heaith services and fa- 
cilities for medical care are to be 
available; and in some instances, fed- 
eral funds must be drawn upon to 
supplement state resources. The or- 
ganization of public health depart- 
ments in rural areas which have had 
none up to the present time is now 
proceeding under the stimulus of fed- 
eral appropriations made in the Social 
Security Act of 1935. For the rural 
Negro, the establishment of well- 
organized local health departments is 
the first step towards providing the 
elements of modern medicine. 

In the cities, both North and South, 
organized health departments almost 
invariably exist and the problems of 
both whites and Negroes are (a) ade- 
quate financing of these departments 
and (b) allocation of their activities 
in such a way that public health work 
will be concentrated on those prob- 
lems and in those areas in which the 
need is greatest. While definite in- 
formation is difficult to secure, it 
seems probable that the proportion of 
health department energies and funds 
which has been devoted to Negro 
areas has been less than the demon- 
strable needs of these areas would re- 
quire. This is particularly true in rela- 
tion to certain diseases which are of 
major public health significance for 
both races and particularly for the 
Negro. The outstanding examples are 
syphilis and tuberculosis. 


Syphilis 


We have little reliable information 


regarding the exact prevalence of 
syphilis in the United States. The 


knowledge we do possess indicates a 
higher rate among Negroes than 
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whites. These rates, however, vary 
within wide limits. During 1929-31, 
syphilis control demonstrations were 
undertaken in six Southern rural areas 
by the United States Public Health 
Service in cooperation with the Julius 
Rosenwald Fund. One county in each 
of six states was selected. The ratio of 
syphilis cases to population was 8.9 
per cent in one of these counties and 
ran up to 39.8 per cent in another. 
The average of the six counties was 
about 20 per cent. Dr. Taliaferro 
Clark of the United States Public 
Health Service makes the following 
important comment on the divergent 
rates in these counties: ‘“The preva- 
lence rates found in the different areas 
indicate that the higher rate for Ne- 
groes than for the whites revealed by 
these demonstrations and the one-day 
census studies, is not due to inherent 
racial susceptibility and can probably 
be accounted for on the grounds of 
differences in their respective social 
and economic status.’ Dr. Clark 
also reports that ‘“Treatment facilities 
were found to be quite generally in- 
adequate for both races in practically 
all of the communities studied.” 
The work done in these six counties 
was not only a study. It was also a 
demonstration of methods of con- 
trolling syphilis, perhaps the first sys- 
tematic undertaking of this kind in 
rural areas in the United States. The 
depression came along just as the 
demonstrations were reaching their 
conclusion and it was impossible for 
local or state health departments or 
the Federal Service, to secure funds 
for carrying on syphilis control work. 
The leadership of Dr. Parran is now 


18 Taliaferro, Clark, T'he Control of Syphilis in South- 
ern Pes Areas, Julius Rosenwald Fund, 1932, p. 53. 
4 [bid. 


stirring the whole country to a recog. 
nition of the gravity of the problem 
of syphilis. It is time that syphilis. 
control programs in Southern rural 
areas be taken up effectively. The 
methods demonstrated in the 1929-3] 
experiments were comparatively in- 
expensive. They will bring economic 
benefits by improving working power 
and will achieve priceless human re- 
sults in better life opportunities for 
men, women, and children. 


Tuberculosis 


Tuberculosis death-rates among 
Negroes are generally from 4 to 6 
times those found among whites. Tu- 
berculosis now appears as the first or 
second most frequent cause of deaths 
among Negroes, a position which this 
disease formerly occupied in the gen- 
eral population. It has sunk to the 
sixth or seventh as a cause of death 
among whites, but it remains a major 
danger to the Negro. Negro health 
programs should focus a great deal of 
attention upon tuberculosis. Control 
requires sympathetic but persistent 
case-finding; it involves education; it 
demands adequate nutrition; it will 
necessitate training physicians, and in 
addition travelling clinics or other 
diagnostic facilities for children and 
adults. There is some danger that we 
focus too much attention on the 
single issue of providing hospital beds 
for colored tuberculosis cases. This is 
important. But do not let us forget 
that tuberculosis beds will not take 
us far without other features which 
are also essential to the control of the 
disease. 

Since Negro patients in the South 
are cared for in independent institu- 
tions or separate sections of institu- 
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tions, the provision of beds for Ne- 
groes has to be considered separately. 
Thus in eight Southern states from 
which recent estimates were secured, 
the number of white deaths from 
tuberculosis was 7,317; of Negro 
deaths from the same cause 8,066. 
These were the actual number of 
deaths in 1934, so that the death rate 
for the Negro, considering the size of 
the colored population, was approxi- 
mately four times the corresponding 
figure for the whites. Sanatorium beds 
for whites in these states numbered 
7,553, or somewhat more than one 
bed per death, whereas the number 
of tuberculosis beds for Negro pa- 
tients was only 1,442, or less than 
one-fifth bed per death. The average 
cost of constructing and equipping a 
sanatorium bed in the South would 
be about $2,000. Adding 2,500 beds 
for Negro patients in the South would 
bring the ratio of beds to deaths up 
to about one-half and would cost 
about five million dollars. Even then 
there would be only one-half Negro 
bed per death! 

The number of tuberculosis beds 
which should be built in any locality 
must be determined after study of the 
probable utilization of the facilities 
as well as of theoretical needs. The 
financial resources, the customs, and 
attitudes of the public and of the 
physicians of the region must be con- 
sidered, as well as morbidity and mor- 
tality rates. Advances in medical tech- 
nique, moreover, may influence 
greatly the amount of hospitalization 
required. Insofar as pneumo-thorax, 
for example, proves to be successful 
a a means of tuberculosis therapy 
and becomes capable of wide applica- 
tion, the number of hospital beds 


needed for a given total of tubercu- 
losis cases might be reduced appre- 
ciably. Finally, the extent to which 
tuberculosis cases can be adequately 
diagnosed and treated in existing 
beds in general hospitals needs careful 
investigation in each locality before 
programs are undertaken which ex- 
pand special institutions for tuber- 
culosis. But the shortage of Negro 
beds is so great that without question 
large additions are imperative. 

A bill has been introduced into 
Congress appropriating $5,000,000 
from Federal funds to be distributed 
by the United States Public Health 
Service among states which meet cer- 
tain conditions as to funds which they 
will provide for tuberculosis beds. 
Provision is made for maintenance as 
well as for construction. The National 
Tuberculosis Association, it is stated, 
has officially endorsed the principles 
of this bill. Such a measure should be 
of interest to all sections of the 
country and to all groups of the pop- 
ulation. 


Stupies NEEDED 


The Negro’s problems of medical 
care should receive much further 
study. We should have more informa- 
tion about the facilities furnished for 
or by Negroes; about the services 
available and the services used; and 
about costs in relation to ability to 
pay. It would be well if the adminis- 
trative and financial problems of some 
of the best Negro hospitals were sys- 
tematically studied and the history of 
their development analyzed, as a 
guide for those who are undertaking 
or considering similar enterprises. The 
sickness survey covering over three- 
quarters of a million families, made 
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last year by the United States Public 
Health Service and now in process of 
tabulation, is likely to furnish more 
information about the prevalence of 
various types of illness among both 
Negroes and whites than we have ever 
had before. Certainly additional facts 
are greatly needed on morbidity and 
mortality by age, sex, and economic 
groups among Negroes, and concern- 
ing the effects on health of low income, 
poor housing and unsatisfactory diet 
in rural and in urban areas. In the 
larger cities, studies by small districts 
should be pursued, such as have been 
made in Cleveland, New York and 
Cincinnati. The budget studies re- 
cently conducted by the federal Bu- 
reau of Labor Statistics in cities and 
by the Bureau of Home Economics in 
rural areas should, when the figures 
are available, give substantial infor- 
mation concerning the financial prob- 
lems of the Negro with respect to 
medical care. It would be well to 
make further studies on the possi- 
bilities of increasing the purchasing 
power of Negro groups through co- 
operative methods of paying for medi- 
cal service. It would be wholesome if 
studies were made in several com- 
munities, North and South, regarding 
the services made available by local 
health departments to Negroes for 
the prevention of infant mortality, the 
control of tuberculosis, the diagnosis 
and treatment of syphilis, and other 
public-health functions. The public 
should know how far these services 
and the expenditures for them cor- 
respond to the needs of this popula- 
tion, in comparison with services and 
expenditures in other areas of the 
same community. 


CoNCLUSIONS 

1. The medical care of the Negro 
involves medical, economic, race and 
educational aspects. 

2. From the standpoint of the dis- 
eases involved and the facilities re. 
quired, the medical problems of the 
Negro are in general similar to those 
of whites, differing in emphasis be- 
cause of the varying frequency of 
certain diseases among the two 
groups. 

3. The Negro’s economic problem 
of medical care is similar to that of 
other groups with low income, but is 
more severe for the Negro than for 
any other important section of our 
population. 

4. In the cities, the problem of 
medical care is largely the utilization 
of existing personnel and facilities. In 
the rural areas, medical personnel and 
facilities are generally insufficient as 
well as their utilization. 

5. Race relations in the South ac- 
centuate the economic problem of the 
Negro by limiting his access to exist- 
ing medical facilities and services. 

6. The utilization of medical facili- 
ties and services is also limited by the 
educational as well as by the economic 
status of the people concerned. 

7. The expansion of organized pub- 
lic health departments is the most 
immediately practicable means of im- 
proving the health of the Negro, par- 
ticularly in the rural areas; and would 
be a step in the direction of improving 
facilities for care in sickness. 

8. Most Southern rural areas can- 
not support modern public health 
services, much less adequate medical 
and hospital care, out of their own re- 
sources. Funds must be drawn from 
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state or federal sources as well as 
from the locality, according to the 
principles already established in the 
Social Security Law; but larger state 
and federal funds are required than 
the present law calls forth. 

9, Well-trained Negro physicians 
and Negro public health nurses are 
essential for improving the medical 
care of the Negro and as educational 
measures for the whole group. 

10. The problems of syphilis and 
of tuberculosis need especial and 
vigorous attack. 

11. In planning the work of public 
health departments and of voluntary 
health agencies, the primary obliga- 
tion is to study all of the areas and 
the population groups involved, in 
order to ascertain the health problems 
which are especially important among 





each; and then to distribute the avail- 
able effort and money among those 
areas and in behalf of those groups in 
proportion to the need. If this policy 
is carried out, a considerably larger 
amount of health service and medical 
care will be made available for the 
Negro. 

12. It is the long-standing tradition 
of the medical profession that the 
needs and not the resources of the 
patient should be the measure of the 
service which he ought to receive. 
This fundamental principle should 
guide the development of medical 
facilities and of public health work 
for the Negro. It will also be remem- 
bered that in the field of health, the 
disease problems of any one section 
of society affect the interests of 
all. 








CHapTeR XVII 


THE AVAILABILITY OF FACILITIES FOR NEGROES 
SUFFERING FROM MENTAL AND 
NERVOUS DISEASES* 


Avan P. Smit, M.D. 
Neuro-Psychiatrist, Veterans’ Administration Faculty #91, Tuskegee, Alabama 


THE PRESENT PROBLEM OF FACIL- 
ITIES FOR MENTAL DISEASE 
AMONG NEGROES 


If conditions of thirty to forty 
years ago for the hospitalization of 
the Negro mentally-ill are compared 
with those of today, a gratifying in- 
dication of progress is found. If, on 
the other hand the best communities 
from the mental health point of view 
are compared with the worst, a 
marked discrepancy is to be ob- 
served.! In most communities of the 
United States today there is still a 
vast amount of mental illness among 
Negroes which might be corrected, 
still too many deaths from diseases 
that are curable, still too low a level 
of general health on the part of the 
people who are not sick enough to 
quit work and go to bed. The present 
problem confronting the American 
Negro is to correct the maladjust- 
ments resulting from this lag and to 
develop a plan or plans of medical 
care which will meet certain basic 
criteria. It is desirable, therefore, to 
consider first the maladjustments 
which must be remedied; and 
secondly, the criteria of a satis- 
factory program of re-adjustment. 

The Maladjustment Which Must Be 


* A preliminary report and critical summary of the 
present status from a more comprehensive study of the 
‘Institutional C are of Negroes with Mental Diseases in 
the United States” which is in preparation for publica- 
tion at a later date. 
1*'Recent Social Trends'’—United States—Report 
of the President's Research Committee on Social Trend 
1933 Vol. Il Page 1099. 


Remedied.—The principal maladjust- 
ment which must be remedied if the 
trends in the direction of better medi- 
cal service are to result in promptly 
bringing about such service are: The 
uneven cost of medical care, the un- 
even distribution of medical services, 
the lack of medical care for many ill- 
nesses and conditions, the extensive 
employment of various inferior types 
of treatment, the inadequate em- 
phasis on preventative measures, the 
unfair distribution of practitioners 
under the present system of medicine 
and the inadequacies of personnel 
and financial support among govern- 
mental health agencies. 

Negro Mental Patients in State And 
Government Hospitals.—Although the 
rate of admission to state hospitals 
for mental diseases are comparable, 
they do not indicate the relative fre- 
quency of mental disease among the 
several races.2 The rate for Negroes 
admitted in the New England and the 
Pacific Divisions is more than four 
times as high as in the West-South- 
Central Division. A low rate for 
Negroes is also found in the other 
Southern divisions. This is un- 
doubtedly due to the lack of ade- 
quate hospitals for Negroes in the 
South. In the parts of the country in 
which Negro patients are admitted to 
state hospitals without discrimina- 
ie Us S. Department of Commerce—Bureau of Census 


—Patients in Hospitals for Mental Disease—1923," 
1926. P. 26. 
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tion, the rate for Negroes generally 
exceeds that for whites. In Massa- 
chusetts, for example, the rate for 
resident Negro patients is 644.4 and 
for resident white patients 408.8. 

While the changes may be best 
seen in perspective in the availa- 
bility of facilities for Negroes suf- 
fering from mental diseases, there are 
existing institutions that may be de- 
scribed as more or less typical both 
of the old and of the new in state 
care of the mentally ill. The asylum 
of the older days is carrying on in 
several states and the ultra-modern 
but unfortunately named “psycho- 
pathic hospital’ has been set up in a 
few—Massachusetts, Michigan, Iowa, 
Wisconsin, New York, and Colorado. 

A description of an insane asylum 
should hardly be necessary. The 
group of big brick buildings with 
barred windows and locked doors, 
and with hundreds of patients loung- 
ing about the grounds, guarded by a 
few attendants is a picture sufficiently 
familiar. The greatly over-crowded 
wards with drab and cheerless walls, 
the long dark hallways, the almost 
complete absence of decoration, the 
frequent lack of comfortable furni- 
ture, the depressing, prison-like at- 
mosphere—these things need no com- 
ment. The singular fact is that such 
asylums still exist in several places, 
and that, with little or nothing to 
commend them, with only enough 
therapeutic equipment to emphasize 
their woeful needs, with no sem- 
blance of an institution for the treat- 
ment of the sick, they sometimes wear 
the hopeful name “hospital.” 

The psychopathic hospital is a 
hew type. The first one was opened 
in 1906. There are now seven others. 


It is true that such a hospital offers 
care to a few patients only, and so 
promises no immediate and appreci- 
able relief to the over-crowded wards 
of the ordinary state hospital, but it 
has other worth while aims.’ One is to 
give its few patients proper care and 
so reduce the usual long years of 
hospitalization to a few weeks or 
months. Another is, by better care 
and closer observation, to discover 
more satisfactory and_ successful 
methods of treating the mentally ill. 
Still another is to establish higher 
standards of care, which may in time 
be adopted by other state hospitals, 
thus completing their transformation 
from asylums to hospitals. The con- 
ception, construction, and operation 
of the psychopathic hospital is prob- 
ably the most important forward step 
yet taken in the modernization of the 
care of the mentally ill. 

The psychopathic hospital is usu- 
ally established in close association 
with a medical school. It is thereby 
assured of a continuation of the 
scientific approach to its problems 
and is in some measure at least safe- 
guarded against both the stagnation 
and the political turmoil that have so 
frequently affected state hospital serv- 
ice. It is built with a definite in- 
tention and determination to limit 
the amount of work done, a very wise 
provision against over-crowding; it 
is a research project. It is equipped 
and staffed with the best available 
apparatus and personnel, thereby 
facilitating the maintenance of the 
highest type of service and assuring 
the greatest measure of success with 
the quickest return of the largest pos- 


3 J. W. Grimes, ‘Institutional Care of the Mental 
Patients in the United States'’—1034, Page 41. 
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sible number of patients to civil 
life. For example: The Iowa State 
Psychopathic Hospital, established‘ 
in 1919 and affiliated with the Medical 
College and the State University of 
Iowa has a bed capacity of 60. 
Medical Staff of 6 physicians; nurs- 
ing staff of 16 (6 registered and 10 
students) and 12 attendants (usually 
university and medical students). 
The movement of patients for 1933, 
namely: 


Patient capacity.... 60.... 
Total admissions.... 238.... 
Total discharges.... 238.... 
From whom patients 
recovered and im- 


100 .00% 
396 66% 
396.66 % 


148 .33% 


Facilities for Negro Children with 
Mental Diseases.—No special pro- 
vision is made for treating Negro 
children with mental disease except 
for a few institutions for mental de- 
fectives. 


IMPROVEMENTS NEEDED TO 
APPROACH ADEQUACY 


Children with psychopathic ten- 
dencies require special measures of 
training and education and much 
more supervision® than is necessary 
with children whose reactions are 
normal and healthy. Obviously, it is 
imperative that persons with psycho- 
pathological tendencies should more 
assiduously conserve their physical 
strength and vigor, form habits 
which are temperate and healthy 
and with more than usual vigilance 
guard against everything which con- 
tributes to weaken and derange the 
nervous system which already gives 
evidence of abnormality. They should 
be encouraged to play, work and 


4 Ibid., pp. 123-125. 
5 Harriet Bailey, Nursing Mental Disease. (2nd Ed.) 


1929, pp. 56-59. 
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study with other children rather than 
alone or with adults. To learn to act 
with others as followers or leader, to 
serve, to cooperate, to resent and 
maybe occasionally to fight, represent 
natural healthy attitudes which are 
fundamental in the development of 
self-control and __ self-reliance—tre- 
sources of inestimable value in the 
larger experience of life. There is an 
urgent need for the establishment of 
child guidance clinics for Negro 
children in the urban centers with 
large Negro population; and the or- 
ganization of mental health courses 
and programs supervised by trained 
psychiatrists at institutions of higher 
learning for Negro youth. 

Need for improvement for facilities 
available for Negroes suffering from 
mental disease is in the direction of 
better medical service, preventative 
and therapeutic, and increase in num- 
ber of adequate hospitals and ade- 
quately trained personnel and in- 
creased financial support among gov- 
ernmental and public health agen- 
cies;’ and a greater utilization of the 
knowledge, techniques and devices 
made available by scientific research 
for the study of the marked increase 
of mental disease among Negroes. In 
1910 there were 12,910 Negro patients 
in hospitals for mental disease;’ in 
1923, 20,084; and in 1933, 32,186. 
The more elaborately-equipped facili- 
ties have a dearth of material, Negro 
mental patients, for adequate re- 
search study and where the Negro 
mental patients are in an abundance 
there is a paucity of equipment, 

6 Frederich W. Brown, ‘“‘A Statistical Survey of Pa- 
for Fesbioninied sad Ennlopties in’ aa Countries 
American Foundation for Mental Hygiene, 1930. 

7 Bureau of Census Bulletin of U.S. Department of 


Commerce, Patients in Hospitals for Mental Disease, 
1923. (1926.) 





FACILITIES FOR MENTAL AND NERVOUS DISEASES 


finance, and interest for scientific re- 
search. 


EconoMIc AND SocrAL Impuica- 
TIONS OF PROPER PROVISIONS 
From Necrors WITH 
MENTAL AND NERV- 
ous DISEASES 


Negroes are largely economically 
insecure. Over 97 per cent of the 
Negroes suffering from mental dis- 
eases are treated in state and govern- 
mental institutions and considerably 
over half are in the ‘dependent 
group.” (Table I.) 
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personalities who present an abun- 
dance of overlooked and still cor- 
rectible disturbance of emotional bal- 
ance, abnormalities in conduct and 
social relationships and maladjust- 
ments in school and work. 


SuMMARY OF FACILITIES FOR 
Nearoes WitH MENTAL 
DISEASES 


1. There are in the United States 
of America 631 hospitals and other 
institutions caring for 445,867 men- 
tally-ill patients’ of whom 32,186 are 
Negroes.!° Of the 351 publicly or 


TABLE I 


DISTRIBUTION OF First ADMISSIONS BY STATE BY Economic Status, 
Couor or Race, 1933 








White (Native) 


Negro 





Economic Status 
Total 


Per cent Total Per cent 





Comfortable........ 
Not reported 


100.0% 
55.5 
41.3 

3.1 


4,249 


100.0% 
2,192 


27.3 
60.1 1,631 
123 


ae 303 





Considerably more than half of the native-born whites were in the “marginal economic group” and consid er 
ably over half of the Negroes were in the ‘dependent group”’ 


In a state hospital the Negro men- 
tal patient’s chance for being dis- 
charged recovered and improved are 
10.34 per cent; in a Veterans’ Ad- 
ministration Facility, 14.87 per cent 
and in a privately endowed hospital 
57.61 per cent. With economic se- 
curity alone, Negro mental patients’ 
opportunities for being discharged re- 
covered and improved would be in- 
creased 557.16 per cent. 

There is an urgent need for facilities 
for the development of a Negro 
Mental Health Program to ade- 
quately study and treat® inadequate 


§ Alan P. Smith, ‘‘Mental Hygiene and the Ameri- 
can Negro,” Journal Negro Med. A. 23: 1-12. Ja 1931. 


governmentally controlled, 251 are 
state institutions housing 97 per cent 
of all Negro mental patients admitted 
to institutions annually. The number 
of Negro" mental patients in private 
institutions is negligible due to their 
economic status." 

2. In general, it can be stated that 
in the state hospitals for the men- 
tally ill, all of the northern states and 
probably the Western states make 
no separate provisions for Negroes 
with mental diseases. All the facilities 


®° J. W. Grimes, op. cit., pp. 1-12. 

10U.8. Department of Commerce (Bureau of 
Census) —‘ ‘Patients in Hospitals for Mental Diseases— 
1933," 1935. Pp. 55-56; 116-117. 

I Benjamin Malaburg, ‘ ‘Mental Disease Among Ne- 
es - New York State,’’ Human Biology, 7: 471-513, 
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are available for Negroes; occasion- 
ally an effort is made to centralize a 
group of Negro mental patients 
where there are many in a hospital, 
but there is no place to our knowledge 
in the North where this is syste- 
matically carried out. 

The state hospitals of Massachu- 
setts are doing excellent work in pre- 
vention, in popular education, and in 
research in the causes and treatment 
of mental diseases; for example, the 
Worcester State Hospital in Massa- 
chusetts. 

New York State Psychopathic In- 
stitute is one of the first efforts at 
research in this country. 

3. In the border states, the Ne- 
groes with mental disease are cared 
for in separate units. The Negro 
quarters are usually simpler, but 
there is not a large difference in 
standards. So far as food and build- 
ing are concerned, there seems to be 
no difference. The nursing facilities 
are not superior to those that the 
whites have; sometimes they may be 
inferior, but this separation of the 
races is most noticeable in institutions 
that have no very high standard of 
care. 

There are a few exceptional state 
institutions with more comparable 
facilities for Negro mental patients— 
South Carolina State Hospital; Cen- 
tral State Hospital, Virginia; and 
State Hospitals for Negro Mental 
Patients in Maryland and North 
Carolina; the State Hospital for 
Negro Insane, Taft, Oklahoma; and 


Lakin State Hospital, West Virginia 
—are rather unique, both having an 
all Negro personnel. 

The Veterans Administration Facil- 
ities closely approximate the psycho- 
pathic hospitals in equipment, per- 
sonnel, and diagnostic procedure and 
in addition has developed a more 
elaborate program for the ‘““Continued 
Treatment” of the mentally-ill, but 
these facilities are available to ex- 
service men only, a small percentage 
of the Negroes suffering from mental 
disease, and the facilities are the 
same for Negroes as for white ex-serv- 
vice men. 

4. No special provision is made for 
treating Negro children with mental 
disease, except a few in institutions 
for mental defectives. 

5. Need for improvement for facili- 
ties available for Negroes suffering 
from mental disease is in the direction 
of better medical service, preventative 
and therapeutic, an increase in num- 
ber of adequate hospitals and ade- 
quately trained personnel and _ in- 
creased financial support among gov- 
ernmental and public health agencies; 
and a greater utilization of the knowl- 
edge, techniques, and devices made 
available by scientific research for the 
study of the marked increase of men- 
tal disease among Negroes. 

6. Negroes are largely economically 
insecure. With economic security 
alone, Negro patients with mental 
disease opportunities for being dis- 
charged recovered would be increased 
557.16 per cent. 














ut 


‘X= 


ge 
al 


ly 


al 
S- 


d 








Cuaptsr XVIII 


EDUCATIONAL FACILITIES AVAILABLE FOR PHYSICALLY 
HANDICAPPED NEGRO CHILDREN 


James A. Scott, M.A. 


Principal, Banneker School, St. Louis, Missouri 
(Formerly Principal, C. H. Turner School) 


From the viewpoint of an educator, 
a physically handicapped child may 
be defined as one who because of some 
sensory or muscular incapacity or 
health deficiency is so a-typical as to 
be unable to attend safely and profit- 
ably classes organized for the normal 
child under the same conditions as 
his fellows more centrally represented 
on the normal distribution curve. For 
such a child some differentiation, 
modification, or supplementation of 
regular facilities or procedures is es- 
sential to his advantageous pursuit 
of the sort of training which will en- 
able him to make the most of his 
possibilities. If he is blind or deaf, for 
example, he will obviously require a 
highly trained teacher using special- 
ized techniques of instruction. If he 
is badly crippled, auxiliary services 
such as bus transportation and as- 
sistance in moving about the building 
and classroom must be made available 
if he is to attend school at all. And if 
he falls within that multifarious and 
neglected category of undervitalized 
or malnourished children, unless more 
than verbal attention is given at 
school to matters of rest, diet, and 
general health supervision, he will be 
absolutely unable to complete satis- 
factorily the prescribed courses of 
study without resultant life-long and 
serious injury to his health. In other 
words, physically handicapped chil- 
dren are among those for whom the 


educational administrator must make 
very definite special provisions if they 
are to receive anything approximating 
adequate beneficial training. 


NUMBER OF HANDICAPPED 


Exactly how many educables of 
elementary school age there are in this 
group is largely a matter of conjec- 
ture. No nation-wide census for the 
purpose of discovering them has yet 
been essayed. Tentative estimates of 
their number have been usually based 
on sampling surveys of limited areas 
and the assumption that ratios thus 
found obtain in the country as a 
whole. But even for such areas the 
reliability of the enumerations is 
vitiated by the fact that certain 
classes of parents refuse to report 
their handicapped children either 
from motives of embarrassment or 
fear, and the failure of many teachers 
—especially those in Southern and 
rural districts—to recognize the pres- 
ence of palpably disabling defects 
like semi-sightedness or near-deafness 
in pupils they handle daily. From the 
tabulations which have been made, 
however, we are conservative in the 
assertion that the number of such 
children is appallingly large. The 
figures most commonly quoted are 
those of the White House Conference 
on Child Health and Protection.’ We 

1 White House Gostenspee 2s —_ 


Protection, Special Educat 
the Gifted, p. 5 ff. 
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shall refer to them here not for their 
statistical accuracy but simply to 
convey some idea of the proportions 
of the problem they unfold. 

According to the findings of the 
Committee on the Education of 
Handicapped and Gifted Children 
there are in the United States: 


14,400 blind children under twenty 
years of age 

partially seeing children who 
should be in sight-saving classes 
children with hearing impaired 
in various degrees 

deaf children enrolled in schools 
and classes for the deaf 

school children so defective in 
speech that they require reme- 
dial treatment and training 
crippled children, 100,000 of 
whom should be in special 
classes 

school children who have weak 
or damaged hearts, 375,000 of 
whom have serious organic 
heart disease 

children of school age who are 
malnourished 


50,000 
3,000,000 
18,212 
1,000,000 


300,000 


1,000,000 


6,000,000 


The foregoing approximations are 
revelatory of the situation in the 
country as a whole. Turning to the 
Negro group we find that while scant 
information is available as to the 
classifications of physical deviates by 
race and nationality the evidence ac- 
cumulated up to now leads unmistak- 
ably to the conclusion that a far more 
serious condition exists among them 
than among the whites. It is, of 
course, an established fact that the 
incidence of heart disease among 
colored children is considerably higher 
than among white.? The death-rate of 
Negroes from tuberculosis, too, is in 
many sections three to five times that 
of the general population. And in 
those few localities where comparable 
public educational facilities for the 

2 Tbid., p. 396. 


* White House Conference on Child Health and 
a, The Physically and Mentally-Handicapped. 
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two races of handicapped children 
coexist and the pupils are urged to 
attend without discrimination, the en- 
rollment of colored children is dispro- 
portionately high.‘ This holds espe- 
cially true for the crippled, the semi- 
sighted, and the under-vitalized. 
Furthermore, Negroes en masse be- 
long to a social milieu and live in 
geographic areas where many children 
of these types go unreported. Again, 
the laxity of enforcement of compul- 
sory attendance laws® and the general 
loose administration of schools for 
Negroes in most Southern states 
cause a considerable number of them 
to escape official cognizance. The rela- 
tive importance of this problem in the 
field of Negro Education is, there- 
fore, greater than the statistics of the 
preceding paragraph would imply. 
What is the attitude of modern 
social thought towards the education 
of the millions of physically handi- 
capped children in these United 
States? An analysis of current litera- 
ture on the subject reveals a develop- 
ing consensus of authoritative opinion 
that this is a major responsibility of 
the public schools. Investment of tax 
funds in training these people to be- 
come law-abiding, self-supporting citi- 
zens and thus preventing their drift- 
ing into the criminal-mendicant class, 
it is contended, will be more than 
saved by later appropriations for alms 
and penal institutions it will render 
unnecessary. This is the utilitarian 
argument most frequently advanced 
by the practical administrator in his 
plea for financial support of a broad- 


ened educational program. Adequate 


4 See figures from St. Louis, Washington, and Balti- 
more. The White House Conference on Child Health 
and Protection, Special Education; The Hand ed 
and Gifted, p. 29. 

§ Ibid., p. 252. 
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education, in other words, will make 
the handicapped assets to the com- 
munity rather than liabilities. The 
second reason urged in advocacy of 
their cause is the humanitarian. Every 
individual, it goes, is entitled by the 
fact of birth to the kind of care and 
training which will lead him into a 
happy, successful life through self- 
fulfillment on the plane of his finest 
potentialities. Here we have the sym- 
pathy-evoking appeal which has dur- 
ing recent years secured national and 
international support of movements 
for orthopedic children by service 
clubs and philanthropic bodies. Too 
frequently, however, members of such 
organizations—inconsistently but hu- 
manly—lavish gifts and services on 
handicapped children but are ada- 
mant in their refusal to employ them 
later in types of work for which they 
have helped them prepare. A rational 
synthesis of the two motives—the 
humanitarian and the economic— 
should of course form the philosophic 
base for any justification of expendi- 
tures of tax funds for the education of 
deviates. 

We have in the discussion thus far 
defined the physically handicapped 
child as one whose degree of aberra- 
tion from physical normality renders 
desirable and imperative arrange- 
ments for differential treatment and 
accommodation in the educational 
scheme. We have further pointed out 
the inadequacy of statistical informa- 
tion on the incidence of such children 
in the nation as a whole because of 
the inconclusiveness of the methods 
used in enumerating them, the re- 
luctance of parents to report them, 
and the unconsciousness of many 
teachers of their daily presence. We 
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have, however, quoted estimates 
which careful interpretation indicates 
err on the side of understatement for 
children of school age in general and 
for Negro children in particular but 
which clearly establish the enormous- 
ness of the problem that confronts us. 
Finally, we have referred to the 
actuating motives—commiseration for 
suffering and disadvantaged child- 
hood and concern for the conservation 
of human _ resources—which impel 
those who are working for improve- 
ment of their status. The questions 
next to be considered are: What are 
the exact measures recommended by 
authorities on the subject for the 
handling of this class of children and 
to what extent are the measures sug- 
gested finding practical application in 
the administration of public schools? 


THE PROGRAM OF CARE 
AND TRAINING 


The foundational aim of so-called 
“special” education is simply to adapt 
the school to the child in such ways 
that the child will most effectually 
adapt himself to life. This aim, of 
course, differs in no wise from that 
which should constitute the guiding 
principle in the training of all children. 
If special education appears to some 
apart and esoteric, it is only because 
the peculiar needs of the genre it 
serves demand procedures which are 
at times dramatically variant from 
those of traditional practice. But these 
procedures are only concrete applica- 
tions to pupils of the lower extremities 
of normal distribution curves of the 
ideal of child-centered, socially-di- 
rected school organization accepted 
by modern pedagogues everywhere. 
That the purpose of our schools is 
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to educate the whole child, to prepare 
him for joyous, constructive participa- 
tion in a rapidly changing civilization 
has become an axiom of contemporary 
social thought. In accordance with 
this viewpoint, the handicapped child 
is removed temporarily from the 
normal environment in order that he 
may be given such treatment and 
training as to be returned at the earli- 
est possible moment more fully 
equipped to function in it. The 
raison d’étre of the special school or 
class is to provide means for counter- 
balancing the incapacities of the child 
in training so that the powers with 
which he is normally endowed will 
have an unobstructed opportunity for 
balanced development and to incul- 
cate in him such habits, skills, and 
attitudes as to make his later adjust- 
ment to the society in which he must 
live a reasonably efficient one. 

Its educational offerings, therefore, 
are dictated by the needs inherent in 
the nature of his deviation. For the 
delicate, undervitalized, or malnour- 
ished child—including the tubercu- 
losis contact, the arrested case of tu- 
berculosis, the child convalescing from 
severe illness, the child not gaining in 
weight because of poor health, and in 
some places the cardiac—the features 
most widely introduced as integral 
parts of the school program have been 
recitations in well-ventilated class- 
rooms (most often open-air), bathing 
at school, meals and lunches served at 
regular intervals during the day, 
periodic medical examinations, oppor- 
tunity for rest and sleep, freedom 
from worry or harrassing discipline, 
and supervision of exercise. In addi- 
tion school authorities through home 
visitation and interviews with parents 
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try to see that he receives medical 
and surgical care which will remedy 
or minimize his weaknesses and that 
undermining factors in his outside 
environment such as insufficient rest 
and improper diet are eliminated to 
the extent that they will not nullify 
the work of the school or operate to 
reduce his brothers and sisters to a 
condition similar to his. This of course 
involves practical measures for pa- 
rental education. While the values of 
certain features of open-air classes— 
especially that from which they derive 
their name—are still the subject of 
debate, the point is incontrovertible 
that they represent the most genuine 
wide-spread effort to educate the 
whole child yet made in public school 
history. 

Two other groups of atypical chil- 
dren for which a number of progres- 
sive system have made extensive edu- 
cational provision are the  semi- 
sighted and the orthopedic. For the 
child whose vision is so seriously im- 
paired as to make impossible academic 
progress commensurate with his 
mental ability without jeopardy to 
his sight, the following features and 
services of sight-saving units have 
been tentatively accepted as requisite 
to his proper training: (1) a well- 
located study room, with light, cream- 
colored walls, dull gray shades raising 
and lowering from the middle rather 
than the top, blackboards beginning 
near the floor and lined at the bottom 
for the use of smaller children, and 
movable desks of a dull finish, (2) 
materials calculated to reduce eye- 
strain including large-type texts 
printed on dull cream paper, type- 
writers for teaching the touch system 
to pupils above the fourth grade, 
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special colored maps and globes for 
geography, speed-ball pens and India 
ink, and medium-soft pencils and 
gray, green lined paper, (3) a spe- 
cially prepared teacher who devotes 
considerable time to oral work and to 
instructing the pupils in ways of safe- 
guarding sight, (4) equipment and 
materials for preparation by the 
teacher and her clerical assistants of 
easily read assignments for the almost 
blind, and (5) medical supervision, 
rest, and recreational and pre-voca- 
tional guidance designed to conserve 
and protect what vision the child has. 
In some cities, the undersighted chil- 
dren remain with the special teacher 
all day; in some they do the major 
part of their eye-work with her and 
carry their special books, paper, 
pencils, and pens to other classrooms 
to recite with pupils of their own social 
ages. 

For crippled children certain stand- 
ardized procedures of care and treat- 
ment have likewise received more or 
less unanimous endorsement by ex- 
perts in special education. They in- 
clude (1) bus transportation for those 
who need it, (2) classrooms having 
rubber cork floors with no sills, and 
furnished with movable desks, wheel- 
chairs, reclining chairs, chairs re- 
modelled to accommodate individual 
children, and inside toilets, (3) at- 
tendants on the bus and in the school 
who push about the wheel-chair cases, 
feed those whose muscular weakness 
and inco-ordination make such serv- 
ice necessary, take helpless pupils to 
the toilet, and perform other duties of 
a similar nature, (4) provision of 
facilities and personnel for massage 
and corrective exercise (always on the 
prescription of orthopedic surgeons) 
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in gymnasiums equipped with various 
forms of specialized apparatus chief 
among which are deep therapy lamps, 
adjustable tables, and swimming 
tanks, (5) co-operation with hospitals 
and other health agencies in order to 
be sure that all medical and surgical 
resources of the community are fully 
utilized to bring the children to their 
optimum physical development, and 
(6) occupational therapy and articula- 
tion with such organizations as the 
Red Cross to the end that the pupils 
may be finally placed in jobs at which 
they have the most favorable prospect 
of success, 

It would of course be impossible to 
describe in the limits of this paper 
all of the approved techniques and 
instrumentalities which in their sum 
make up the content of special edu- 
cation. Besides those already listed, a 
few additional ones may be briefly 
mentioned. There is a growing dis- 
position in public school systems to 
provide day classes for the deaf, in 
which speech and lipreading are 
stressed and the pupils encouraged 
to associate with hearing children 
through as much of the day as is felt 
educationally advantageous. In some 
places, too, travelling teachers of the 
hard-of-hearing and teachers of speech 
defectives have been added to the 
central staff to give individual and 
small group instruction at definite 
periods of the day or week to pupils 
in the schools in need of their atten- 
tion. Some systems also assign teach- 
ers to public and private hospitals 
which care for a number of children 
and in a few localities teachers are em- 
ployed to give bedside instruction in 
the home. 

Several further problems involving 
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the welfare of physically subnormal 
children as a class are receiving care- 
ful study by workers with them. One 
is the rationalization of parental 
anxiety so that it will militate for 
rather than, as it now so often does, 
against the child. This means enlight- 
enment of the parent so that he will 
know what is to the ultimate health 
interests of his boy or girl and motivat- 
ing him to act accordingly. Evidence 
of the direct results of past efforts in 
this direction is seen in the vastly im- 
proved bodily formation of children 
in Negro schools of today as compared 
with those of twenty-five years ago— 
their parents have received and fol- 
lowed expert hygienic advice. A 
second problem is provision of worth- 
while recreational opportunities for 
the deviating individual by affording 
him a physical and _ psychological 
setting for wholesome, health-build- 
ing, unselfconscious play free from 
embarrassment consequent upon his 
deficiency and leading to his happy 
integration into the leisure-time life 
of his normal environment. A third is 
the problem of mental hygiene—the 
cultivation in the child of a positive, 
healthful, matter-of-fact attitude to- 
wards his handicap and towards other 
people’s attitudes towards that handi- 
cap. Finally—and most far-reaching 
of all—is the task of educating the 
public to an appreciation of the real 
capacities of the physically handi- 
capped—an understanding which will 
eventuate in its more enthusiastic 
demand for the contributions they 
are demonstrably capable of making. 
Such an understanding, moreover, will 
exercise a wholesome, invigorating in- 
fluence upon the deviates themselves, 
for it is a socio-psychic truism that 
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one tends to live up or down to the 
expectations of those about him. 

The forms in which modern society’s 
solicitude for its handicapped mem- 
bers manifests itself vary from place 
to place. Chief among the types of ad- 
ministrative organization for their 
education are the following: (1) The 
special school for specific classes of 
handicapped children, such as the 
school for the deaf, the school for the 
crippled, etc. (2) The multi-type 
school containing accommodations 
for several varieties of deviates in one 
building, certain parts of which are 
originally planned to meet the needs 
of each of the types housed. Examples 
of this sort of arrangements are the 
Smouse School of Des Moines, Iowa, 
the Charles Henry Turner School of 
St. Louis, Missouri, and the two 
public schools for the physically 
handicapped in Baltimore, Maryland. 
(3) Multi-type schools enrolling not 
only the handicapped but also a 
number of normal children and admin- 
istratively providing for differential 
care and instruction at points where 
they are essential and mingling be- 
tween groups where socializing infiu- 
ences would be generated by such a 
program. The Ann J. Kellogg School, 
of Battle Creek, Michigan, furnishes 
a splendid instance of this form of 
set-up. (4) Special classes located in 
regular school buildings, with little 
or no provision for association be- 
tween types. (5) Special teachers of 
speech and lipreading from whom the 
pupil mildly deviate may receive in- 
dividual or small group instruction 
two or three times a week. (6) Special 
teachers assigned by boards of educa- 
tion to public and private hospitals 
and sanataria. (7) Teachers assigned 
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to bedside instruction in the home. 
(8) School nurses and physicians who 
seek out deviates and attempt to 
have minor defects corrected and to 
bring about adjustments in their 
home and school environments which 
facilitate healthful progress. Many 
pupils whose defects are relatively 
slight but nevertheless incapacitating 
or progressive are thus served. (9) 
Private institutions for the deaf, blind, 
or crippled. (10) State schools for the 
deaf or blind. 

The wide divergencies in ways of 
handling physical deviates illustrated 
by the foregoing list is symptomatic 
of the cautious, scientific spirit of ex- 
perimentation in which the problem 
is being attacked. This tendency of 
the individual community to devise 
means and techniques for meeting the 
problem natural to its locale, drawing 
of course upon the previous experi- 
ences of pioneers in the work else- 
where and utilizing to the full the 
fruits of educational research and in- 
vestigation, argues more favorably 
for the effective and permanent in- 
corporation of opportunities for the 
handicapped in its school system 
than would the uncritical adoption of 
stereotyped plans handed down on 
blue-prints by pedagogical day- 
dreamers. 


AVAILABILITY OF TRAINING 
FACILITIES 


To what extent have the desiderata 
felt by progressive educators essential 
to the proper schooling of physical 
deviates been placed within reach of 
the physically handicapped children 
of America—and especially of physi- 
cally handicapped Negro Children? 

For a broad statistical over-view of 
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the situation nationally, let us again 
refer to the report of the Committee 
on Special Classes of the White House 
Conference on Child Health and Pro- 
tection. According to the findings of 
this Committee there were in the 
United States :* 


14,400 blind children under twenty 
years of age, 

of whom were being educated 
in state, private, or public day 
schools or classes 

partially seeing children who 
should be in sight-saving classes 
or less of whom were so enrolled 
children with hearing impaired 
in various degrees with 

deaf children enrolled in schools 
and classes for the deaf 
children so defective in speech 
as to require remedial speech 
and training, 

of whom were receiving such 
training 

crippled children in need of 
special education, 

of whom were enrolled in spe- 
cial public schools’ and 

in state hospitals and schools 
children who were tuberculous 
children who were tuberculous 
suspects 

children who had weak or dam- 
> ag hearts, 

of whom had serious organic 
heart disease 

children of school age who were 
malnourished. Less than 

of these enrolled in open-air 
and open-window schools and 
classes 


6,000 


50,000 


5,000 
3,000,000 


18,212 
1,000,000 


60,000 
100,000 
10,110 


1,480 
382,000 
850,000 


1,000,000 
375,000 
6,000,000 
40,000 


The foregoing comparison between 
the number of physically handicapped 
children in need of special education 
and the number actually receiving it 
tells a tragic story of wholesale denial 
of educational opportunity to millions 
of our future citizens. 

Turning to data bearing most di- 
rectly on the plight of the Negro 
child, we may well treat separately 

6 White House Conference on Child Health and Pro- 
tection, Special Education: The Handicapped and the 
Gifted, p. 5 ff. 

7 Some advance has been made in the provision for 
orthopedic children during past few years. About 17,000 


are now enrolled in special public schools and state 
hospitals and schools. 
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the classes in the city systems and the 
state schools and institutions open to 
him. Since 9,644,000, or four-fifths of 
the total Negro population, including 
2,903,700 children of school age,® live 
in the seventeen states and the Dis- 
trict of Columbia (commonly re- 
ferred to as the eighteen Southern 
states) which maintain segregated 
schools for the two races, our interest 
centers mainly on that section of the 
country. 

The vast majority of state resi- 
dential schools for the physically 
handicapped are those for the deaf 
and the blind. This is attributable to 
the fact that over a period of years 
educational provision for these classes 
of unfortunates has come to be recog- 
nized as a proper state function both 
because of the extreme nature of their 
handicaps and because of their scat- 
tered distribution which makes local 
care in most instances impracticable. 
The following points give a composite 
picture of the status of care for such 
Negro children by the eighteen South- 
ern states:° 

1, Eight states—Alabama, Ken- 
tucky, Maryland, North Caro- 
lina, Tennessee, Texas, Virginia, 
and West Virginia—maintain 
separate schools for deaf Ne- 
groes. In six other states— 
Arkansas, Florida, Georgia, Mis- 
sissippi, South Carolina, and 
Missouri—separate departments 
for Negroes are conducted as 
integral parts of the respective 
institutions, 

2. Nine states—Alabama, Arkan- 
sas, Louisiana, Maryland, North 
Carolina, Tennessee, Texas, Vir- 
ginia, and West Virginia—main- 
tain separate schools for blind 
Negroes. Five other states— 


. ‘E istimate by the Bureau of the Census 
* The Education of Exceptional Children, p. 16 ff. 
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Florida, Georgia, Kentucky, 
South Carolina, and Missouri— 
conduct separate departments 
for Negro and white pupils in the 
same school. 

3. All of the Southern states main- 
tain residential schools for both 
deaf and blind white children. 

4, The quality of instruction in in- 
stitutions and departments for 
Negroes is distinctly inferior to 
that in institutions and depart- 
ments for whites. In the former 
antiquated methods of teaching 
are employed to a greater extent 
and a different course is fre- 
quently offered. This is in line 
with the discriminatory practice 
of a section which spends $49.30 
per white child enrolled in its 
public schools and $15.14 per 
Negro child.'° 

5. Practically no effort is made to 
enforce compulsory attendance 
laws for either Negro blind or 
deaf pupils. Educators  ac- 
quainted with the situation are 
of the opinion that if more than 
a small fraction of those who 
should be in these state institu- 
tions were enrolled, there would 
not be room to house them. 


As to the public school systems of 
cities of Southern states, they are 
characterized by an almost complete 
absence of classes for physically handi- 
sapped white children and even worse 
conditions for physically handicapped 
Negro children. A few figures from 
the Biennial Survey of Education, 
1930-32, shows the degree to which 
this is true:" 

1, Of 5,308 blind and partially see- 

ing children enrolled in special 


classes of city school systems, 
223 were reported from Southern 


10 Caliver, Statistics of the Education of Negroes, 
p. 16 
The following statistics are based on tables com- 
piled by the Office of Education. See The Education of 
Exceptional Children, p. 24 ff. While admittedly incom- 
plete they do give a rough picture of the situation on 
the whole. All of the figures refer to city school systems. 


























states, including 122 in Mary- 
land and 65 in Virginia, leaving 
36 pupils for the remaining 15 
states. Of 368 teachers of par- 
tially seeing children reported 
for the country as a whole, 15 
were from Southern States, 7 of 
these being in Maryland. 

2. Of 4,434 deaf and deafened chil- 
dren enrolled in special classes of 
city school systems, 377 were re- 
ported from Southern states, in- 
cluding 116 in Missouri and 95 
in South Carolina, leaving 166 
for the remaining 15 states. Of 
497 teachers of deaf and hard- 
of-hearing children for the coun- 
try as a whole, 38 were in South- 
ern states, 20 of these being in 
Missouri. 

3. Of 24,020 delicate children en- 
rolled in special classes of city 
school systems, 2,499 were re- 
ported from Southern states, in- 
cluding 1,029 in Missouri, 503 in 
Maryland, 542 in Virginia, and 
195 in Washington, D.C., leav- 
ing 85 in the remaining 14 states. 
Of 1,010 teachers of delicate chil- 
dren for the country as a whole, 
99 were in Southern states, in- 
cluding 18 in Maryland, 35 in 
Missouri, and 26 in Virginia, 
leaving 22 for the remaining 15 
states. 

4, Of 16,166 crippled children en- 
rolled in special classes of city 
school systems, 1,394 were re- 
ported from Southern states, in- 
cluding 322 in Kentucky, 382 in 
Maryland, 521 in Missouri, and 
84 in Washington, D.C., leaving 
85 in the remaining 14 states. Of 
883 teachers of crippled children 
reported for the country as a 
whole, 52 were in the Southern 
states, including 24 in Missouri, 
thus leaving 28 for the remaining 
states. 


It should be held in mind that 
whatever provisions are found in 
Southern cities represent as a rule 
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feeble attempts of boards of education 
to do something for handicapped 
white children. The feeling exists that 
funds so used almost invariably mean 
lessened opportunities for normal 
Negro children. St. Louis, Baltimore, 
Kansas City, Missouri, and Washing- 
ton, D.C., are the only cities which 
have undertaken mentionable pro- 
grams for the handicapped Negro 
child. 

Since 6,697,230" Negroes or 56.3 
per cent of the population of the race, 
including 2,547,072 children between 
5 and 19 years of age, live in rural 
areas of the United States, it is perti- 
nent to inquire to what extent facili- 
ties for physically handicapped chil- 
dren have been initiated in these sec- 
tions. Despite the fact that some 
promising study and experimentation 
of this phase of the problem is in 
progress in several states, it is safe to 
say that such provisions are virtually 
non-existent—even in the North. Of 
113 cities reporting special classes for 
blind and partially-seeing children in 
the Biennial Survey of Kducation, 
1930-1932,'* only one was a com- 
munity of less than 10,000 population. 
Of the 144 cities reporting classes for 
the deaf and hard-of-hearing, five 
were communities of less than 10,000 
population.’* Of the 149 cities report- 
ing classes for delicate children, eight 
were less than 10,000 in population.” 
Of the 194 cities reporting special 
classes or home instruction for crip- 
pled children, nine were less than 
10,000 in population."* It is significant 
to note that not one city of less than 
10,000 which reported special classes 
for any of the above types of handi- 


2 Caliver, Availability of Education ta Negroes in 
Rural Communities, p 


4 The Education of Exceptional Children, p. 36 ff. 
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capped children was in the South— 
all of them were Northern. While 
more or less satisfactory ways of 
handling physical deviates have been 
worked out by several small com- 
munities, the fact remains that no 
educational opportunities of this kind 
are available to the thousands of 
Negro and white children of the rural 
South. 

Our analysis thus far has shown the 
serious disadvantage under which the 
handicapped group of the three 
million Negro children of school age 
in the area of segregated education 
must labor. Approximately three 
quarters of a million Negro children 
live in the North. How does the 
handicapped element of their num- 
ber fare? Since most of the advances 
made in special education for the 
physical deviate have been made in 
the Northern cities, and since Negro 
pupils in these cities are entitled by 
law to unrestricted admission to 
public schools, the natural assump- 
tion is that they share fully whatever 
opportunities may be afforded. With- 
out question they do enjoy advantages 
greatly superior to those of their 
race in the South. But even here, 
there is sufficient evidence that Negro 
children are not admitted as freely to 
classes for the handicapped as whites 
to cause the White House Committee 
to raise a serious question in regard to 
it.“ This is a topic which calls for 
additional] study and investigation. 

The foregoing review of the avail- 
ability of educational facilities to 
physically handicapped children in 
the United States may, then, be gen- 
eralized in the following theses: 








4 The White House Conference on Child Health 
and Protection, Special Education: The Handicapped 
and Gifted, p. 29. 


1. Physically handicapped children 
in the aggregate—white and 
colored—are the most educa- 
tionally neglected element of our 
school population. Provisions for 
proper training are made for but 
an extremely small fraction of 
their number. 

2. The apparently best cared for of 
the Negro group are the blind 
and deaf; but for these care is 
inadequate, because of the lack 
of facilities sufficient to accom- 
modate all of them, non-enforce- 
ment of compulsory attendance 
laws in the case of Negro chil- 
dren in the majority of South- 
ern states, and the inferior qual- 
ity of the instruction that is 
given in the segregated resi- 
dential schools maintained for 
them. 

3. In the South, public school care 
for physically handicapped white 
children is practically non-exist- 
ent; for physically handicapped 
Negro children, it is—with one 
or two brilliant exceptions—non- 
existent. 

4, Both Negro and white handi- 
capped children in rural areas— 
especially in the South—are 
woefully underprivileged. 

5. Even in the North there is some 
evidence of racial discrimination 
in admissions to schools for the 
handicapped. 


RECOMMENDATIONS 


The objectives of the preceding di- 
visions of this paper have been (1) to 
define the physically handicapped 
child from an educational angle, to 
convey some idea of the dimensions 
of the problem he creates as measured 
by the estimated numbers of such 
children in the population of the 
country, with particular reference to 
those of Negro race, and to point out 
the underlying reasons which make 
provisions for their educational de- 
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velopment a vital concern of the social 
whole, (2) to present in brief a résumé 
of the body of rapidly accumulating 
practices which the vanguard of 
modern pedagogy has tentatively 
agreed upon as proper means of car- 
rying on their training, and (3) to 
stress the extremely limited degrees 
to which these facilities have been 
introduced into American school sys- 
tems anywhere, especially into those 
handling the overwhelming majority 
of Negro children. It remains to out- 
line the program whereby in the pub- 
lished opinion of experts, this present 
gap between accepted theory and 
current practice may be bridged: 


1. An honest attempt should be 
made to discover all cases of 
handicapped children by a thor- 
ough-going, fact-facing canvass 
of rural and urban America for 
them. The evasive, ostrichean 
policy of failing to recognize 
the existence of physical handi- 
caps because of inadequate 
facilities for dealing with them 
which prevails in some sections 
is intellectually dishonest and 
socially unhealthy. Knowing 
exactly what a problem is, is the 
the initial step in its solution. 

2. A continuous campaign of pop- 
ular education to acquaint peo- 
ple with the seriousness of the 
educational predicament of the 
handicapped child and with his 
need for opportunities rather 
than alms should result in a 
crystallization of public senti- 
ment sympathetic towards rea- 
sonable proposals for the eleva- 
tion of his status. 

3. Social thought is gravitating 
towards the view that educa- 
tion is, ultimately, a state and 
national responsibility. The 
ideal of equality of opportunity 
for self-development is an 
American rather than a local 


one. The appropriation of state 
and federal subsidies necessary 
to help finance the training of 
handicapped children is in line 
with this trend of contemporary 
social philosophy. 


. Because of his comparatively 


late arrival on the educational 
scene and for other sociological 
and economic reasons, the ener- 
gies of the Negro have in the 
past been principally absorbed 
in trying to secure opportuni- 
ties his white fellow-citizens al- 
ready possess. Since, however, 
the area of educational service 
now under discussion is rela- 
tively new and unexplored, his 
strategy here should be to join 
forces with all others to see that 
part passu with the establish- 
ment of facilities for handi- 
capped white children should go 
their establishment for handi- 
capped Negro children. The 
presence of trained Negroes in 
the body of “special’”’ educators 
will keep before them the plight 
of the Negro child and will af- 
ford the race an opportunity to 
contribute materially to the ad- 
vance of education on one of its 
frontiers. 


. Numerous service clubs—in- 


cluding Junior Leagues, Rotary 
Clubs, Lions Clubs, Societies 
for the Crippled, Deaf, and 
Blind, etc.—are actively inter- 
ested in various divisions of the 
problem. No ameliorative edu- 
cational program not closely 
allied with these philanthropic 
organizations of the outside 
community can fully succeed. 
Among their memberships are 
few Negroes. It would be salu- 
tary in effect for some Negro 
groups to undertake work for 
handicapped children and for 
more individual Negroes to 
seize every possible opportu- 
nity to contribute to movements 
of this kind already on foot. 
The humanitarian mind-set of 
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those who work for the handi- school boards and university h 
capped is such that there is departments of education. The 
less of racial antipathy in their field is a fertile one for scientific ° 
ranks than elsewhere. Fre- investigation. Its surface has i 
quently, however, attention is been barely scratched. a 
not directed to the needs of 8. Because of the naturalness of its p 
Negro children, who are both set-up and the opportunities it tl 
out of sight and unrepresented affords for the reciprocally ad- . 

. Every teacher in training should vantageous intermingling of . 
be required to take at least a normal and atypical children, te 
survey course in special educa- the multi-type school is recom- Hi 
tion as part of her professional mended as one ideal variety of ¢! 
preparation. Such a requisite organization for the training of ti 
would tend to dissipate the pre- the handicapped. In some quar- 
vailing lack of interest in handi- ters this form of set-up is * 
capped children on the part of frowned upon because of the am 
the average teacher, and thus administrative difficulties it en- re 
bring valuable “‘inside’’ support tails. These should be studied ir 
to movements for their more and overcome. h: 
suitable accommodation. It 9. Children most educationally ? 
would also sharpen her con- ignored are those mildly rather ' 
sciousness of those handicapped than extremely deviate; yet 
children who must remain in their need for differential or 
the normal groupings because supplemental treatment is fre- 
of the lack of classes organized quently as imperative as that 
expressly for them and make of the more severely disabled. 
her more ingenious in planning How to care for such pupils in 
adjustments of method and regular classrooms is a question 
management demanded by progressive educators must 
their physical incapacities to face. 
the fullest extent her situation 10. Investigation, experimentation, 


. Continuous 


permits. Perhaps above all, it 
would give her a more vivid 
realization of the true nature 
of the educative process, which 
is to meet the needs of the in- 
dividual in such a way as to 
result in his maximum social 
efficiency. Some authorities 
hold that the greatest contri- 
bution thus far made by special 
education has been the illustra- 
tive emphasis it has given the 
principle that the school should 
be adapted to the child rather 
than the reverse. 

experimentation 
and research in the evolvement 
of new forms of organization, 
techniques of instruction, curri- 


legislation, and philanthropy 
must focus their energies par- 
ticularly on the handicapped 
rural child, the paucity of pro- 
visions for whom makes his 
condition indeed unenviable. 
The guiding principle here must 
be that wherever feasible the 
child should be provided educa- 
tional facilities in the vicinity 
of his own home but where this 
is not practicable he should be 
transported to them. From 
such a postulate only can be 
formulated plans which will 
leave not one child in America 
outside the pale of educational 
opportunity. 


Some program of the sort compre- 
hended in the foregoing recommenda- 
tions is the only logica! answer this 
nation can make to the challenge of 


cular enrichments or modifica- 
tions, programs of discovery 
and prevention, etc., should be 
fostered and stimulated by 
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handicapped childhood. The acid test 
of the genuineness of our democracy 
is the extent to which its principles 
are realized for the weakest and least 
privileged under its jurisdiction. In 
this transitional era of the re-direction 
of capital and man-power from ma- 
terial production to services which 
make for human upbuilding, no cause 
calls more justifiably for money and 
trained workers than that of the edu- 
cation of the physically afflicted. The 
social waste an apportionment of our 
resources to such a use would elim- 
inate and the increase in human 
happiness it would effect would make 
it a measure of far-visioned economy 


and humanity. The present apathy 
towards the fate of the atypical is a 
sad commentary on our civilized state. 
The Spartan custom of leaving defec- 
tive infants in the mountains to die 
was more humane and socially and 
biologically wise than the modern one 
of leaving them to vegetate in ig- 
norance and squalor. The American 
faith in human nature and the demo- 
cratic process demands that philan- 
thropists, educators, medical workers, 
and public officials of all classes join 
hands in the stupendous task of bring- 
ing to the handicapped within our 
gates the transforming influences of 
the kinds of education they need. 


—r 





CHAPTER XIX 


SOURCES OF SUPPLY OF NEGRO HEALTH PERSONNEL 
SECTION A: PHYSICIANS 


Numa P. G. Apams, M.D. 
Dean, School of Medicine, Howard University 


THE SuppLy or NEGRO 
PHYSICIANS 


In a report on a survey of the Har- 
lem Hospital in New York City in 
1933, Corwin and Sturgis! state that 
no exact information is available con- 
cerning the number of Negro physi- 
cians in the United States. They have 
estimated the number to be 4,000. 
The United States Census for 1930 
listed 3,805 Negro physicians and a 
total Negro population of 11,891,143. 
Even with allowance made for deaths 
and replacements 4,000 as given by 
Corwin and Sturgis may be accepted 
as an estimate of the number of Negro 
physicians in this country. Taking 
12,000,000 as the approximate Negro 
population of the country, the pro- 
portion of Negro physicians to the 
total Negro population is 1 to 3,000 
while that of the total number of 
physicians to the general population 
of the United States is 1 to 780. 


THE DISTRIBUTION OF NEGRO 
PHYSICIANS 


Of the 4,000 Negro physicians in 
this country 1,215, somewhat less 
than one-third, are in ten Southern 
states (Alabama, Arkansas, Florida, 
Georgia, Louisiana, South Carolina, 
Mississippi, Oklahoma, Texas, and 
Virginia). These states have a com- 
bined Negro population of more than 
6,000,000, or half the total Negro 


1 Corwin and Sturgis, Opportunities for the Medical 
Education of Negroes. New York: rles Scribner's 
Sons, 1936. pp. 1-2. 


population in the United States. In 
Mississippi, where the Negro popula- 
tion exceeds the white, the proportion 
of Negro physicians to the Negro 
population is 1 to 14,634; in Texas, 
it is 1 to 4,170. 

Thirteen Northern and border cities 
(Boston, Chicago, Cincinnati, Cleve- 
land, Columbus, Detroit, Los Angeles, 
New York City, Philadelphia, Pitts- 
burgh, St. Louis, Washington, and 
Baltimore) have absorbed 1,170 Ne- 
gro physicians; while only 301 have 
located in 7 Southern cities (Atlanta, 
Birmingham, Houston, Louisville, 
Knoxville, Nashville, and New Or- 
leans). These 20 cities alone have 
1,471 Negro physicians, more than 
one-third of the total number. 

In the United States there is one 
white physician to every 744 of the 
white population and one Negro phy- 
sician to every 3,000 of the Negro 
population. These figures are not to 
be accepted as indication of avail- 
ability of medical care in this ratio 
because of the fact that there is a 
definite tendency for both Negro and 
white physicians to locate in the 
larger cities rather than in the small 
towns. 


THE Optimum Ratio or Necro 
PuysIcians TO NEGRO 
POPULATION 


What is the most desirable propor- 
tion of physicians to population? To 
this question there has been found no 
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answer satisfactory to all parties 
concerned. The needs vary with the 
locality, with the educational and 
economic status of the people, and 
with the training and local customs 
of the physicians themselves. 

According to the Final Report of 
the Commission on Medical Educa- 
tion,? the experience of certain in- 
dustrial groups and communities in- 
dicates that a reasonably complete 
medical care can be provided on a 
basis of 12,000 persons to one physi- 
cian, if the population group is large 
enough to permit effective use of the 
specialized personnel necessary for a 
complete service. In isolated com- 
munities the ratio of physicians would 
need to be higher. The Commission 
states further that if physicians were 
distributed in relation to the needs 
and their efforts were properly cor- 
related, adequate medical service 
could probably be provided by 
120,000 physicians. The ratio of phy- 
sicians to population would then be 
1 to 1,000. The paradox of this situa- 
tion, however, is that although there 
are already 165,000 physicians in the 
United States,* which is 45,000 more 
than the number estimated as suffi- 
cient on the basis of the statement 
made by the Commission on Medical 
Education, many communities, on 
account of maldistribution of physi- 
cians, do not receive adequate medi- 
cal care. 

At the ratio of one physician to 
1,000 persons the Negro population of 
this country would require 12,000 





_ ? Final Report of the Commission on Medical Educa- 
on ee York: Office of the Director of Study, 1932, 


* Arthur Dean Bevan, ‘The Overcrowding of the 
Medical Profession,” Journal of the Association of Amer- 
tcan Medical Colleges, 11: 379 (1936). 


Negro physicians, or three times as 
many as are now in the United States. 
There is, however, no indication that 
Negro physicians will be distributed 
in relation to the medical needs of the 
Negro population, nor that the efforts 
of these physicians will be properly 
correlated. The mere existence of a 
large number of Negroes in proportion 
to the number of Negro physicians in 
any given locality is no guarantee 
that any considerable number of these 
“potential” patients will come under 
the care of Negro doctors. In both the 
North and the South most of the 
Negroes who are hospitalized in the 
large medical centers and the great 
bulk of Negro patients in public clin- 
ics are treated by white physicians. 
Especially since the onset of the great 
depression white physicians rather 
generally have not hesitated to treat 
Negro private patients. In addition 
to this, discrimination against the 
Negro physician in industry and in 
public health services practically lim- 
its him to private practice. Although 
it would be a just and practicable 
thing to do, there is no present indi- 
cation that municipal, county, state 
or national public health services are 
disposed to include to any reasonable 
extent the Negro physician in their 
programs. It seems probable, there- 
fore, that the present number of Ne- 
gro physicians is not far below that 
necessary to supply the present effec- 
tive demand for their services. What 
apparently is needed is a better edu- 
cation for Negro physicians and a 
better distribution of them among the 
population. A better distribution of 
physicians, however, cannot be ef- 
fected directly by any means known 
at present. 
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THE EDUCATION OF THE 
Necro PuysIcran 

Except for an occasional graduate 
from one of the few unapproved medi- 
cal schools still in existence in this 
country, Negro physicians graduate 
from schools approved by the Council 
on Medical Education, Licensure and 
Hospitals of the American Medical 
Association and by the Association of 
the American Medical Colleges. Ne- 
gro students are admitted to these 
approved medical schools only from 
colleges approved by the regional ac- 


NEGRO EDUCATION 


the bachelor’s degree from an ap- 
proved college; and, without being 
required to do so, practically all Ne- 
gro medical graduates serve at least 
one year of general rotating interne- 
ship in a hospital approved for the 
training of internes. Twenty-five to 
thirty-five each year spend an addi- 
tional year or two as resident in a 
hospital approved for the training of 
residents. Practically all Negro physi- 
cians who have graduated within the 
past five years have had at least one 
year of continued education and prac- 











TABLE I 
Nearo Mepicat Stupents, UN1TED STATES AND CANADA 
School 1927-28 1928-29 1929-30 1930-31 1931-32 1932-33 1933-34 1934-35 1935-36 
Howard 233 — _ 220 213 198 199 162 133 
Meharry 211 — _ 205 192 171 178 189 183 
USA Other Schools 53 —_ —_— 73 66 56 41 44 53 
Canada Other Schools 13 —_ — 6 8 3 8 i 8 
Total 510 — ~ 504 479 428 424 402 377 





crediting agencies and the Council on 
Medical Education. The College of 
Medicine of Howard University and 
the Meharry Medical College, which 
together graduate the majority of 
Negro physicians, are approved by 
the Council on Medical Education 
and are members of the Association 
of American Medical Colleges.4 

Negro medical students are care- 
fully selected upon a basis of good 
moral character, good health, desir- 
able personal qualities and high scho- 
lastic achievement in college. It is un- 
fortunate that for financial reasons 40 
to 50 of those selected each year for 
admission to the study of medicine 
at Howard or Meharry find it im- 
possible to take advantage of the op- 
portunity. About 85 per cent of all 
Negro medical graduates hold at least 





_ The College of Medicine of Howard University 
is a charter member of the Association of the American 
Medical Colleges. 


tical experience in an approved hos- 
pital before they have begun individ- 
ual practice upon their own responsi- 
bilities. Before they are permitted to 
engage in private practice all of these 
physicians must have passed either a 
state board examination or a series of 
three examinations given by the 
National Board of Medical Exam- 
iners. Diplomates of the National 
Board of Medical Examiners are 
qualified to practice medicine in prac- 
tically all the states in this country. 
A few of the most capable Negro stu- 
dents take the examinations given by 
the National Board of Medical Ex- 
aminers. 

Table I® presents the number of 
Negro students registered in the 
United States and Canada from the 
school year 1927-28 to 1935-36 ex- 


5 Data for Tables taken from Educational Number 
of the Journal of the American Medical Association. 


Chicago: August 1928-1936. 








pl 
sh 


con 
nul 
dur 
yea 
in 1 
mo: 
by 

resi 
of 7 
the 
nun 
mit 
edu 
Me 
tion 
the 








Ae —_—— o- \ev -— 


. ~— == V 





NEGRO HEALTH PERSONNEL: PHYSICIANS 471 


cept for 1928-30 for which years com- 
plete information is not available. 

The figures presented in Table I 
show that: 


1. During the nine-year period 
there has been a decrease of ap- 
proximately 130 Negro medical 
students in the schools in the 
United States and Canada. 

2. At Howard this decrease, from 
233 to 133, has been progressive. 

3. The decrease at Meharry was 
progressive from 1927-32 with 
a tendency toward recovery be- 
ginning with 1934. 

4, There has been a slight decrease 
in the number of Negro medical 
students in the United States in 
schools other than Howard and 
Meharry. 

5. There has been a 50 per cent de- 
crease of Negro students in 
Canadian medical schools, but 
the small number of admissions 
to these schools would not cause 
this to be of great significance. 


There are several important causes 
contributing to the decrease in the 
number of Negro medical students 
during the past six years. For several 
years the 76 approved medical schools 
in the United States have graduated 
more physicians than were graduated 
by 160 medical schools in 1905. As a 
result of the general overproduction 
of physicians in this country and of 
the observation that a considerable 
number of medical schools were ad- 
mitting more students than they could 
educate properly, the Council on 
Medical Education and the Associa- 
tion of American Medical Colleges for 
the past several years have been urg- 





$ Ibid., August 29, 1936, p. 167 


ing medical schools to reduce the 
number of students admitted. Some 
schools have done this. At Howard 
University the decrease in medical 
students has been due to (a) a more 
rigid selection of students with a view 
toward an improvement in the quality 
of the product; (b) the elimination 
of students for poor scholarship at 
the end of the first and second years; 
and (c) the important fact that one- 
third to one-half of the students whom 
we have carefully selected for ad- 
mission cannot afford financially to 
enter upon the study of medicine. 

There is great need of ample funds 
for scholarships and other forms of 
financial aid to enable carefully se- 
lected Negro students of outstanding 
ability to study medicine without 
having to suffer the privations which 
most Negro medical students ex- 
perience. As a result of the financial 
handicap under which most Negro 
students have to study they cannot 
take best advantage of the oppor- 
tunities afforded them for medical 
education. Too often because of long 
hours necessitated by work in the at- 
tempt to support themselves in school 
too little time is left for study. As a 
consequence these students have to 
cram their way through medical 
school, their chief aim, under the cir- 
cumstances, being to pass school and 
state board examinations in order that 
they may start as soon as possible to 
earn a living in private practice. The 
economic status of the average Negro 
medical student is such that generally 
he does not have sufficient time for 
study, for necessary collateral reading 
in the medical library, for reflection 
and recreation. 

Table II shows the number of Ne- 
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gro medical graduates for the period 
1924 to 1927. The sudden increase be- 
ginning in 1925 may be taken as the 
post-War increase due to the rush of 
returned ex-service men into the medi- 
cal profession with the aid of the 
Veterans’ Rehabilitation Bureau. 


TABLE II 


Necro MEpDIcAL STUDENTS AND 
GrapvuaTeEs; UNITED STATES 
AND CANADA 





Year Students Graduates 
1924 471 85 
1925 543 126 
1926 574 122 
1927 526 129 


Table III shows the number of Ne- 
gro medical graduates in the United 
States and Canada from 1928 to 1936. 


1936, of a total of 74 Negro medical 
graduates from schools in the United 
States other than Howard and Me- 
harry, only 35 were from tax-sup- 
ported schools while 39 were from 
private institutions. 

It should be noted that there is no 
record of any Negro having graduated 
from or, in fact, having been admitted 
to, any tax-supported or to any pri- 
vately-operated medical school in the 
South. This is true even in those 
states in which the Negro population 
is approximately equal to or greater 
than the white population, although 
in all these states the Negro pays 
taxes in proportion to what he owns 
as do all other free, adult citizens. 


TABLE III 
Nearo Mepicat Grapvates; UniTep STATES AND CANADA 








Per 


School 1927-28 1928-29 1929-30 1930-31 1931-32 1932-33 1933-34 1934-35 1935-36 Total (Q_p; 








Howard 55 _ 48 54 54 41 46 53 33 384 46.7% 
Meharry 46 _ 44 44 51 36 38 40 32 331 40.4% 
USA Other 
Schools _ — 16 16 11 14 1l 6 91 11.1% 
Canada Other 
Schools 5 —_ — 0 1 3 2 0 2 13 1.5% 
Total 123 —_ 92 114 122 91 100 104 73 819 99.7% 





The figures presented indicate that a 
total of 819 Negroes graduated during 
this period: 715 (83.3%) graduated 
from Howard and Meharry; 384 
(46.7%) from Howard; 331 (40.4%) 
from Meharry; 91 (11.1%) from 
schools other than Howard and Me- 
harry in the United States, and only 
13 (1.5%) from Canadian schools. 
Table IV shows that from 1931 to 


Hospitraut INTERNESHIPS 


For many years medical graduates 
have been urged to serve a period of 
practical experience under adequate 
supervision in a hospital before as- 
suming the responsibilities of individ- 
ual practice.’ It has become the com- 
mon practice on part of medical 


7 Final Report of the Commission on Medical Educa- 
tion. loc. cit. pp. 141-149. 


TABLE IV 
NeeGro MepicaL Grapvuates; UNiTep States 














Type of School 1931 1932 1933 1934 1935 1936 Total 
Tax-supported......... 11 5 6 a 3 3 35 
PURO iis bi5, recdisiale.Oiovecs 5 11 5 7 8 3 39 

| er 16 16 1l 14 ti 6 74 
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graduates to serve one year of general, 
rotating interneship in a hospital ap- 
proved by the Council on Medical 
Education, Licensure and Hospitals 
for the training of internes.* Although 
15 medical schools require a year of 
interneship before granting the medi- 
cal degree and 19 State Medical Li- 
censure Boards require a year of in- 
terneship in an approved hospital for 


APPROVED INTERNESHIPS 
AVAILABLE 

Table V lists the number of in- 
terneships available to Negro medical 
graduates in 1936 as compared with 
1931. This table does not include in- 
terneships in the Harlem Hospital in 
New York City and in the City Hos- 
pital, Cleveland, Ohio. These two 
hospitals together usually accommo- 




















TABLE V 
INTERNESHIPS FOR NEGRO PuysIcIANs IN APPROVED HOSPITALS 
Internes Beds 
Hospitals 
1931-1936 1931-1936 
1. John A. Andrews............. 2 2 85 96 
2. Woodmen of Union........... 2 — 100 a 
St TRROOU GINA co-0 0.6.5 .0.¢ 000.0-0:00000.0°0 24 24 278 376 
4. Provident, Chicago........... 6 6 65 155 
5. Flint Goodridge.............. 4 4 70 100 
6. Provident, Balto.............. 7 8 134 132 
7. Kansas City N oO. 2. ere e 12 12 279 274 
8. City as | "eee rae 15 40 450 600 
(Homer Phillipe) 
9. St. Mary’s Inf. Bice terete —_— 4 a, 160 
jE) 1 oe Or ee 3 4 108 108 
11. L. Richardson Mem........... y 2’ 64 64 
pO) a earerrnare 3 2 100 100 
13. Fred. Douglass.............. 3 — 81 be 
14. Mercy, Philadelphia.......... 5 5 100 110 
15. Geo. Hubbard............... 5 6 140 172 
Ve) rr — 1 pr 75 
Wu i) centiauns 93 120 2,054 2,522 





state licensures to practice medicine, 
the interneship is now so generally 
considered an integral part of the 
basic training of a physician that 90 
per cent of all medical graduates 
spend at least one year in interneship 
without being required to do so. 
Practically all Negro medical gradu- 
ates serve at least one year as interne 
in an approved hospital before enter- 
ing into practice. 





SIrving 8. Cutter, The School of Medicine, Higher 
Education in Aunarien, Chicago: Ginn and Company, 
1930. Pp. 312-315 


date from 6 te 10 Negro internes each 
year. 

Since publication of the above data, 
the City Hospital No. 2 (recently 
named the Homer G. Phillips Hos- 
pital, St. Louis, Missouri) has in- 
creased its bed capacity to 600 and 
the number of interneships to 40. 

In 1931 there were 114 Negro medi- 
cal graduates and only 93 interne- 
ships assuredly available to them in 
approved hospitals. Although “ap- 
proved,” some of the interneships 
available at that time were of doubt- 
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ful value as a fifth year of medical 
education. For the next few years the 
number of Negro medical graduates 
exceeded the number of approved in- 
terneships. With the expansion of the 
Provident Hospital in Chicago, the 
turning over of the St. Mary’s In- 
firmary in St. Louis to Negro patients 
and the erection of the Homer G. 
Phillips Hospital in St. Louis, there 
was a sharp increase in the number of 
interneships available to Negroes. In 
1936 there were 120 “approved” in- 
terneships available to 73 medical 
graduates. Either on account of the 
limitations of staff, or of the number 
and variety of patients, or on account 
of inadequacy of medical library and 
other facilities, interneships in some 
of these approved hospitals are still 
of doubtful value for educational pur- 
poses. 


HospiraL RESIDENTS 


A limited number of physicians, 
after serving one year of general ro- 
tating interneship, spend an addi- 
tional year as assistant resident and 
possibly one or two more years as 
resident in an approved hospital. 
These residencies offer opportunities 
for preparation for practice of a 
specialty in medicine. The following 
hospitals for Negro patients have been 
approved for certain residencies: 
Freedmen’s Hospital (Washington), 
in medicine, pediatrics, surgery, ob- 
stetrics, and gynecology; Provident 
Hospital (Chicago), in pathology, 
medicine, pediatrics, surgery, and ob- 
stetrics; Provident Hospital (Balti- 
more), in medicine; City Hospital 
No. 2—Homer G. Phillips Hospital 
(St. Louis), in medicine and surgery; 
and Wheatley Hospital (Kansas 








City), in pediatrics. The Harlem 
Hospital (New York City), though 
not limited to Negro patients, accepts 
Negro internes, and is approved for 
residency in pediatrics. 

Although these hospitals are ap- 
proved for residencies, the educational 
progress in some of them needs defi- 
nitely to be improved. There are so 
few of these valuable opportunities 
available that those residencies al- 
ready established should be improved 
so that they may rank among the best 
in the country. 


GRADUATE AND POSTGRADUATE 
EDUCATION 


The term graduate education as 
used here refers to continued study in 
a department of medicine in an ap- 
proved graduate school leading to a 
higher degree, and preparing the in- 
dividual for a teaching career in the 
medical sciences or for practice as a 
specialist. Postgraduate education re- 
fers to continued study for the pur- 
pose of increasing one’s knowledge or 
skill but without aiming at mastery 
in any special field of medicine and 
usually without receiving any uni- 
versity recognition in the form of a 
diploma or a degree. 

Usually the Negro who is prepared 
to do graduate work in the medical 
sciences—the laboratory phases of 
medicine—has no difficulty in secur- 
ing a desirable place in which to 
study. Postgraduate study by Negroes 
in the clinical departments of medi- 
cine in outstanding educational cen- 
ters for a period of one or two years 
has been done only within the past 
eight years, and has been limited to a 
few highly-selected medical graduates 
who were being trained for teaching 
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and hospital staff positions at How- 
ard, Meharry, or the Provident Hos- 
pital in affiliation with the University 
of Chicago. 

No medical school today presumes 
to give to the medical student in four 
years or even in five years including 
the interneship, a course which will 
adequately prepare him for the in- 
dividual, general practice of medicine 
throughout a long period of years 
without continued study. It is gen- 
erally agreed that continued educa- 
tion of the physician is necessary to 
keep him abreast of the latest reliable 
scientific developments in medicine in 
order that he may render the best 
services to his patients.® Although this 
view is generally accepted, there is 
still a lack of opportunity for post- 
graduate study for even white physi- 
cians in the United States. 

In recognition of the lack of oppor- 
tunity for Negro physicians to con- 
tinue their study of medicine, the 
General Education Board and the 
Rosenwald Fund together with in- 
terested individuals in 1930 provided 
funds for rehabilitation of the Provi- 
dent Hospital, which in affiliation 
with the University of Chicago, was 
to become a center for postgraduate 
education of Negro physicians. 
A number of younger Negro physi- 
cians were provided fellowships for 
periods of study in leading medical 
centers in the United States and 
Europe in preparation for staff posi- 
tions at Provident Hospital where a 
postgraduate school for Negroes was 
to be established. In the summer of 
1936 the Provident Hospital in Chi- 
cago gave its first postgraduate course 





. * Final Report of the Commission on Medical Educa- 
tion loo. cit., pp. 122-124. 


to Negro physicians. It is offering 
two intensive courses each of four 
weeks duration for the summer of 1937. 

For five years the Medical College 
of Virginia at Richmond has been 
conducting a postgraduate clinic for 
Negro physicians for a period of two 
weeks each summer. This clinic, which 
is well attended by physicians from 
Virginia and adjacent states, is a 
short, intensive course adapted to the 
needs of the general practitioner. 
Somewhat similar short, graduate 
clinics for Negro physicians have been 
started at Flint Goodridge Hospital, 
New Orleans, and at Grady Hospital, 
Atlanta, and at a few other hospitals. 

Since 1912, the John A. Andrew 
Clinical Society has been conducting 
an annual postgraduate clinic for one 
week at the John A. Andrew Me- 
morial Hospital in Tuskegee, Ala- 
bama. This clinic has an attendance of 
about 200 physicians. 

Although these efforts are en- 
couraging, tne conclusion drawn by 
Cornely”’ in his study of postgraduate 
medical education in the United 
States applies here. He concluded that 
those who had been responsible for 
formulating postgraduate activities 
“have not made a ‘job analysis’ and 
discovered the need of the physicians 
in their communities.”” With possible 
exception of the St. Phillips Clinic in 
Richmond and the Postgraduate 
Clinic at the Provident Hospital, 
Chicago, the same observations ap- 
parently hold. 

Both Howard and Meharry recog- 
nize their responsibility for the ulti- 
mate establishment of a program of 





10 Paul B. Cornely, Summary of Postgraduate Medi- 
cal Education and the Needs of the General Practi- 
tioner, Ann Arbor, Michigan by the Committee on 
Medical Economics, Michigan State Medical Society 
(Doctor’s Thesis), September 11, 1934, p. 3. 
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continued education of the Negro 
physician in general practice, and for 
the education of Negro specialists. 
Since it is the primary obligation of 
these two schools to provide for their 
students a basic medical education, 
for the present, they must devote a 
major portion of their efforts to the 
solution of the problem of develop- 
ment and maintenance of under- 
graduate medical education in keep- 
ing with the best standards. 


SUMMARY 


Although there are some sections of 
this country in which Negroes do not 
receive adequate health protection 
and adequate medical care and in 
which there is a large proportion of 
Negroes to the number of Negro phy- 
sicians, there is no evidence of an 
effective demand for a considerably 
increased annual output of Negro 
medical graduates. If those carefully 
selected Negroes who are offered ad- 
mission to medical schools but who, 
for financial reasons, cannot attend, 
could be provided with some form of 
financial aid sufficient to enable them 
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to study, the Negro medical students 
who would then be attending the 
medical schools would provide a suffi- 
cient number of physicians to satisfy 
the effective demand for Negro physi- 
cians. It is far more important that 
better Negro physicians be prepared 
than that many more be graduated. 
With reference to the education of 
Negro physicians, the outstanding 
needs are the following: (1) improved 
facilities for undergraduate study and 
the development of a program of post- 
graduate medical education at How- 
ard and Meharry; (2) a continuation 
on part of leading medical schools in 
the North of the policy of accepting 
highly capable Negro medical stu- 
dents; (3) establishment of an ample 
number of scholarships and other 
forms of financial aid for Negro medi- 
cal students; (4) improvement in the 
educational facilities for Negro in- 
ternes and residents; (5) an improved 
program of short, intensive, practical, 
postgraduate courses for Negro gen- 
eral practitioners of medicine in vari- 
ous carefully selected localities 
throughout the United States. 
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SOURCES OF SUPPLY OF NEGRO HEALTH PERSONNEL 
SECTION B: DENTISTS 


RussEtu A. Drxon, D.D.S., M.S.D. 
Dean, College of Dentistry, Howard University 


GROWTH IN NUMBERS 

Not until the census of 1890, when 
120 practicing Negro dentists were 
recorded in the United States, was 
there any cumulative picture which 
reflected the upward trend of the Ne- 
gro in dentistry. Subsequent census 
reports showed that in 1900, there 
were 212; in 1910, 578; in 1920, 1,109; 
and in the last official census taken in 
1930, there were 1,773 Negro dentists 
registered in the United States. Each 
decade since the earliest tabulations 
of Negro dentists has revealed a 
marked increase in the total number 
up to and including the last census 
report (1930). The fact is that den- 
tistry has shown a constant increase 
in numbers to the extent that, for the 
past fifty years, the total population 
of dentists has doubled itself con- 
sistently at the end of each ten year 
period. 

Since the paralyzing effects of the 
financial upheaval which began in 
1929 and lasted through several years 
of our forthcoming census era (1930- 
1940), however, it is most improbable 
that the curve of increase in the num- 
ber of dental practitioners will con- 
tinue upward at its past rate. It is 
likely that the 1940 census will reveal 
a considerable levelling out of the 
curve, but not an actual downward 
course as many a casual observer has 
predicted. The curve will not descend 
even to the level of a horizontal plane. 
Yet, on the other hand, its rise will be 
only slight as compared with that of 
previous decades, for certainly den- 


tistry has been hit as hard if not 
harder than any of the professions, 
in which the educational expense and 
time for preparation are great. 


TRENDS OF DENTAL 
EDUCATION 


With the increase in educational 
advantages for the race and a greater 
economic independence than had ever 
been enjoyed before, institutional 
preparation in dentistry, along with 
all other branches of formal educa- 
tion, became more accessible to the 
Negro who had an inclination toward 
professional lines. The Howard Uni- 
versity College of Dentistry, estab- 
lished in 1883, and the Dental De- 
partment of the Meharry Medical 
College, formerly the Central Ten- 
nessee College, inaugurated in 1886, 
have been the major sources of supply 
of the Negro dentists of the United 
States. The former school has gradu- 
ated, in round numbers, eight hundred 
and fifty dentists while the latter has 
conferred degrees upon one thousand 
and fifty. It is interesting to note that 
these two schools continue to serve 
their original purpose, while the only 
other Negro dental school, the Dental 
Department of the University of West 
Tennessee, organized in 1917, closed 
its doors in 1923 after turning out 
graduates. from 1919 to 1922, in- 
clusive. 

Nearly a score of years prior to the 
establishment of either of these 
schools, Harvard University, in 1867, 
established the first non-proprietary 
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dental school in the United States, 
and thus ushered in a new era of uni- 
versity dental education. Among the 
first six candidates for the degree 
of Doctor of Medical Dentistry was 
Robert T. Freeman. An interesting 
comment regarding Harvard’s liberal 
attitude, in spite of the conditions of 
the time toward the professional prep- 
aration of Negroes, was given in a 
brief historical resume by Dean Leroy 
M. S. Miner, as he discussed this 
class. He said, ‘‘Robert Tanner Free- 
man, a colored man who had been re- 
jected by two other dental schools on 
account of his race, was another suc- 
cessful candidate. The dental faculty 
maintained that right and justice 
should be placed above expediency, 
and that intolerance must not be per- 
mitted. Dr. Freeman was the first of 
his race to receive a dental school edu- 
cation and a dental degree.’’! Follow- 
ing this unbiased policy, practically 
every dental school above the Mason- 
Dixon Line opened its doors for the 
education of students regardless of 
race. 


Higher Requirements 


The trend of dental education has 
been marked by frequent academic 
advances which bear a direct relation- 
ship to the present supply of dentists. 
From the stipulation fifty years ago, 
when simply a reading knowledge of 
English for entrance and two terms 
of four months each for the doctor’s 
degree in dentistry were the minimum 
essentials, the requirements for den- 
tal preparation have moved steadily 
forward in the following sequence: 


1 Leroy M. 8S. Miner. The Development of Harvard 
University Since the Inauguration of President Eliot 
1869-1929. P. 597. 
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first, high school graduation for en- 
trance, followed by two full academic 
years in the dental school; then, three 
years; later, four years; and then, one 
year of college credit for entrance; 
and, finally, the present requirements 
of two full years of college credits for 
entrance and four full years in a den- 
tal college, the latter of which be- 
comes effective in all of the dental 
schools of United States in 1937. Hos- 
pitals throughout the country and a 
few clinics for children’s dentistry now 
offer interneships which extend the 
dental training in such instances to 
five years. Each extension of formal 
requirements has acted not only as 
an agent to retard the flow of new 
blood into the field, but it has served 
also as an inhibitory factor, limiting 
the number who could cope with the 
new demands. 


Effects of Higher Requirements 


If the record of enrollment in the 
freshman classes of the Colleges of 
Medicine and Dentistry of Howard 
University were reviewed and com- 
pared over the period from 1912 to 
1921, the opinion might prevail that 
of the two professions, dentistry was 
the more attractive because each 
year, during the period, the freshman 
class in dentistry was considerably 
larger than the freshman class in 
medicine. Indeed, for this entire pe- 
riod, there were 662 freshmen in den- 
tistry while there were only 200 fresh- 
men in medicine. This paradox existed 
because, as early as 1914, medicine re- 
quired two years of college work for 
entrance and four years in the College 
of Medicine, while, at the same time, 
dentistry required only three years in 
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the dental school with high school 
graduation as a background for en- 
trance. With so little in the way of 
academic training required of a den- 
tist, there is little wonder that den- 
tistry was regarded then as a purely 
mechanical vocation. 

Further consideration of the en- 
rollment in the College of Dentistry 
during this and subsequent periods 
shows a sharp decline in numbers 
following each increase in require- 
ments. In 1916, when four years in 
the dental college were first required, 
there was an immediate falling off of 
the next freshman class. The fluctua- 
tion, after the increase to one year of 
college work in 1920, was less marked, 
due to the bolstering effect of the 
post-war inflationary tendency in the 
enrollment felt in all schools. How- 
ever, in 1930, when two pre-dental 
college years were stipulated and 
when the College of Dentistry thus 
made its requirements similar to 
medicine for the first time, it received, 
perhaps, its greatest “setback” in en- 
rollment with only seven students 
registered in the freshman class, while 
medicine enrolled several times the 
number. This close correlation be- 
tween increases in requirements with 
corresponding decreases in attendance 
was not a unique feature of Howard 
University’s experience. From a study 
of all of the dental schools in the 
United States which adopted the two 
year college requirement prior to 
1935, it was shown that each school 
was affected in the same way and to 
a comparable degree by this increase; 
and, conversely, it may be stated that 
schools which did not increase en- 
trance requirements gained in num- 
bers enrolled. 


NEGRO HEALTH PERSONNEL: DENTISTS 479 


Economic Factor 

But academic requirements alone 
have not been the only factor in- 
fluencing enrollment and _ conse- 
quently the supply of dentists. The 
general economic conditions have 
proved a greater handicap than the 
raising of standards. A few years ago 
when the cost of dental education was 
considerably less for the student 
(tuition was lower and less was re- 
quired by way of books, instruments 
and supplies) and part-time jobs were 
abundant, it was relatively easy for 
the young man of ambition to work 
his way through dental school. In re- 
cent years, and especially since the 
grip of the depression in 1929, the 
evening jobs and summer jobs which 
students once held are now occupied 
by family heads, upon whom the re- 
sponsibility frequently falls to pro- 
vide some form of education for sev- 
eral children. Moreover, there was 
more extracurricular time available 
for outside work before the program 
for the expansion and enrichment of 
the dental curriculum began. Hence, 
even where some work opportunities 
are available, the demands upon the 
time of the student are such that the 
chances for the young man who is en- 
tirely self-supporting to make his way 
through a profession are remote. 

So often the success of the prac- 
titioner and the student economic 
problem are confused. Let it be stated 
here that, without exception, every 
practitioner, who has successfully met 
the economic demands as a student, 
and, at the same time, possessed the 
necessary qualities of efficiency, pro- 
fessional personality, and sound busi- 
ness sense, has built a successful prac- 
tice and has been a definite asset to 
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whatever community he has served. 

As a further indication of the rela- 
tionship of the economic condition to 
a decrease in the supply of dentists, 
it may be cited that the greatest per- 
centile reduction in dental school at- 
tendance during the depression was 
among the most economically insecure 
group, the Negro. In the school year 
1928-1929, when jobs had begun to 
become scarce for everyone, and had 
then long since been an acute problem 
for Negroes, there were 213 Negroes 
enrolled in all of the dental schools of 
the United States, while there were 
7,987 whites (or persons of other 
races) in attendance. In the white 
group, the lowest point reached since 
that year was an enrollment of 7,092 
students or 88 per cent of our arbi- 
trary norm for 1928-1929, and for the 
past three years there has been a con- 
sistent rise to 92 per cent of normalcy 
in their enrollment. But for the Negro 
student in dentistry, the attendance 
has waned steadily from 213 in 1928— 
1929 to 61, or 29 per cent of normal 
during the current school year. This 
toboggan slide downward in the ranks 
of Negro students is by no means an 
index of his lack of interest in the pro- 
fession or of a calloused attitude 
toward the oral health needs of the 
community. There are two major 
causes, one of which has been dis- 
cussed, and the other—perhaps the 
most important by far—is the eco- 
nomic barrier which confronts him as 
a student. Of the unusually large num- 
ber of Negro students who already 
have made application to Howard 
University for the entering class in 
dentistry for 1937-1938, at least half 
of this number are well-defined cases 
which exemplify the need for pecuni- 
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ary assistance by way of scholarship 
aid. To the one who is in close touch 
with the Negro professional student 
today, there is no doubt but that the 
economic problem is the one which 
exacts the “‘pound of flesh” nearest 
the heart of the professional prospect 
and makes serious inroads into the 
oral and general health of the com- 
munity. 


Supply AND DEMAND 


Some pertinent questions in the 
minds of the laity regarding the oral 
health service for Negroes are: Is 
there a sufficient number of Negro 
dentists? How does the number com- 
pare with that of the white dentists? 
Is the field overcrowded? Is the Negro 
dentist located where his services are 
most needed? How can the matter of 
sectionalism be satisfactorily ad- 
justed? Can the Negro afford oral 
health cure? What relation do the 
answers to these questions bear to 
Negro health? (See Table I.) 

We cannot conceive of an adequate 
supply of Negro dentists when it is 
considered that in the most densely 
populated areas, as for example in 
Washington, D.C., where the ratio is 
one Negro dentist for each 1,834 of 
Negro population, it is recognized that 
there are not enough to serve ade- 
quately the community needs. One’s 
mind, no doubt, reflects immediately 
upon the large aggregation of pro- 
fessionals in the great urban centers 
such as New York, Chicago, Phila- 
delphia, Washington, D.C., and the 
like, where the demand seems to be 
more than supplied because some of 
the group, at least, are unable to make 
satisfactory professional progress. 
When, on the other hand, we consider 
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the hundreds of smaller communities 
throughout the land where the bulk 
of our population resides, the con- 
dition is viewed in its true light and 
the glaring need to meet the demand 
stands out in bold relief. In a great 
state like Michigan, where nearly all 
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than fifty per cent of that for the 
white population. 

Similar inferences obtain in vary- 
ing degrees for all of the states of the 
Northern and Western areas where 
Negroes live in appreciable numbers. 
In New Jersey, there is only one den- 


TABLE I 


Ratio oF NEGRO AND WHITE DENTISTS TO THEIR RESPECTIVE 
POPULATIONS IN SEVERAL SELECTED STATES 








Negroes Whites 
Per Negro Per White 
Dentist Dentist 


6,707 1,571 
1,247 1,747 
2,258 1,654 


White 
Population 


White 


Negro Negro 
Dentists 


Name of State Population Dentists 





108,864, 207 
4,192,926 
1,576,673 


69, 282 
2,400 
941 


11,891,143 
52,365 
29 354 


UNITED STATES 
Massachusetts 
Connecticut 


1,773 
42 
13 


164 


412,814 
73 


208 , 828 
431,257 
309 , 304 
328,972 
169,453 

66,344 
276,379 
132,068 
114,893 
918,647 
793,681 

1,071,125 
944,834 

1,009,718 
776 ,326 

10,749 


New York 

New Jersey 
Pennsylvania 
Ohio 

Illinois 
Michigan 
Kansas 
Maryland 
Washington, D.C. 
West Virginia 
North Carolina 
South Carolina 
Georgia 
Alabama 
Mississippi 
Louisiana 
Arizona 


13,510 
14,698 
17,852 
20,996 
34,818 
17,252 

5,375 


12,150,293 
3,829, 206 
9/192,602 
6,331, 136 
7,266,361 
4,650,171 
1,792,847 
1,354,170 

353,914 
1,613,934 
2/234, 948 

994,040 
1,836,974 
1,700,775 

996 , 856 
1,318,160 

264,378 


1,266 
1,660 
1,780 
1,659 
1,247 
1,902 
1,690 
1,713 

795 
2,476 
3,124 
2,818 
2,141 
2,834 
2,467 
1,803 
1,798 


9,596 


147 





of the Negro dentists are located in 
the principal city, Detroit, there is 
only one dentist for each 3,389 of 
Negro population, whereas for the 
white dentist, the ratio is one for each 
1,902 of white population. The two 
important deductions to be drawn 
here are, first, that, with the concen- 
tration of Negro dentists in the one 
metropolis, it is evident that there 
must be numerous smaller communi- 
ties throughout the state in which no 
Negro dentist is even accessible to 
care for the oral health needs of the 
Negro population; and, second, that 
the ratio of the Negro dentist to the 
Negro population of Michigan is less 


tist to every 2,861, and in Pennsyl- 
vania, the ratio is one to 2,436. In 
Ohio, there is one dentist to 3,222 of 
population, while in Kansas, there is 
one to 4,739, and, in Arizona, one to 


5,375. These citations offer fair 
samples of the ratio of the Negro den- 
tist to the Negro population in the 
states named, and the data reveal 
that, in no instance, does the ratio of 
the Negro dentist to the Negro popu- 
lation compare favorably to that of 
the white race. When it is remembered 
that the prevalent opinion among the 
profession holds that one dentist is 
required to serve the demands of a 
community of no more than 1,500 
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persons and that at present there is, 
in round numbers, one white dentist 
for each 1,700 white persons in the 
United States, whereas there is only 
one Negro dentist for each 6,707 Ne- 
groes, it will be conceded, at once, 
that there is a marked deficiency in 
the ranks of dentistry even in the 
North, East, and West, which have 
proved the Mecca for Negro dental 
practitioners. 

But what of the South! The bare 
statistics, alone, of this section, which 
portray a dark picture of appalling 
neglect in the dental health sphere of 
the race, express, in most emphatic 
terms, the dire need for dentists in 
this almost forgotten area. In the en- 
tire South, there is only one Negro 
dentist for each 12,312 of Negro popu- 
lation. West Virginia, with a ratio of 
one Negro dentist to each 5,222 of 
Negro population, represents the most 
favorable condition (though far short 
of a reasonable quota) to be found in 
the South; while Mississippi, on the 
other hand, with a ratio of one Negro 
dentist to each 34,818 Negroes, repre- 
sents the other extreme. 

The answer to this unbelievable 
status of the South and especially, of 
such states as Mississippi, Alabama, 
Georgia, Louisiana, and several others 
is given in the age-old problem of the 
general social and economic condi- 
tions, particularly for the man of 
color, in this section. It is perfectly 
natural for the aspiring young man 
or woman, in viewing the prospective 
field of practice, to select the location 
which offers the most promising out- 
look for a cultural environment and 
educational facilities for the rearing 
of a family, as well as the opportunity 
which may be afforded for the rendi- 


tion of useful service. But the strange 
paradox is that these conditions do 
not always go hand in hand. While 
the larger cities of the South have 
often improved social conditions to 
the extent that they have been sought 
by professionals of all groups, it is 
the thickly populated industrial com- 
munity in which the need is most 
acute. A survey made a few years ago, 
without regard to race, showed that 
professional services are available in 
the United States in direct proportion 
to the purchasing power per capita of 
the communities. If this may be used 
as an accurate measuring rod, it will 
be easy to see at a glance why Missis- 
sippi, with its vast plantations and 
penniless share-croppers, has at- 
tracted only twenty-nine Negro den- 
tists. 

But the concept and practice of 
dentistry did not evolve from a com- 
plex economic theory or condition. It 
is a product of genuine human needs 
without even the restriction of sec- 
tionalism. The profession meets its 
real responsibility when it serves 
wherever the call for service is most 
imminent. By reason of his education 
and experience, the Negro dentist 
must meet the great challenge of a 
people whose social status is enhanced 
in proportion to the increased effi- 
ciency and happiness derived from 
healthful living. He is charged with 
the duty of spreading the gospel of 
oral health to the most remote com- 
munity—not by remaining within the 
confines of his office, alone, nor by 
shouting from the house tops, but by 
walking shoulder to shoulder with his 
fellows as he enlightens and admin- 
isters, with sympathy and under- 
standing, to their physical well-being. 
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SOURCES OF SUPPLY OF NEGRO HEALTH PERSONNEL 
SECTION C: NURSES 


Este.ie Massey Rippie, R.N.,M.A. 
President, National Association of Colored Graduate Nurses, New York City 


NuMBER, SOURCE, AND DiIstTRI- 
BUTION OF Necro NursEs 

According to the 1930 census, 
there were 5,000 Negro graduate 
registered nurses in the United States. 
Judging by the increase in the number 
of students in schools of nursing be- 
tween the years 1926 and 1936, as 
reported by the Council on Medical 
Education,' it is safe to estimate that 
the number of Negro graduate nurses 
has increased during this six-year 
period since the census taking, to 
approximately 6,000, allowing for 
those who have fallen out of the 
ranks by death and other causes. 

All but a very few of these nurses 
have been graduated from schools of 
nursing (called ‘“‘training schools” 
until about 1929) established for 
Negroes, and controlled by the hospi- 
tals with which they are connected. 
(See Table I.) A total of about 25 
have been graduated from several 
of the mixed schools as Battle Creek 
Hospital, Boston City Hospital, Uni- 
versity of Minnesota, Cleveland City 
Hospital, and several others. 

The critical analysis of nursing 
schools which has been in progress 
about 10 years has caused state 
boards of nurse examiners to force 
many of the small hospitals, with 
limited budgets and personnel, to 
abandon their plan of training nurses. 
In addition, several studies have 
been published which show that it is 
cheaper (and much safer for the 
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patient) to use an all graduate nurse 
staff than to operate a good school of 
nursing. 

This trend toward the reduction 
in the number of nursing schools has 
often increased the employment of 
graduate nurses. In many instances, 
however, this has not happened. Ac- 
cording to the Council on Medical 
Education, the total number of 
schools of nursing reported in 1926 
was 2,155; those reported in 1936, 
1,478, a shrinkage of 677 in the num- 
ber of schools. At the same time, how- 
ever, the reduction in the number of 
students enrolled was less marked, 
the figures being 76,527 in 1926 and 
72,174 in 1936. The percentage of 
decrease in schools, using the number 
existing in 1926 as a basis is 31 per 
cent. The decrease in students, using 
the number enrolled in 1926 as a 
basis, is 5.7 per cent. The average 
number of students per school in- 
creased from 36 in 1926 to 48 in 
1936. Thus we see that while the 
closing of small schools often gave 
additional employment to graduate 
nurses, many of the large schools 
increased their number of students 
instead of graduate nurses. 

Tables I and II give a good idea 
of the distribution of Negro nurses. 
There is a greater concentration in 
and around New York City and in 
the middle West than other sections. 
The inequality of distribution is 
largely the result of differences in 
concentration of population, wealth, 
hospital facilities, and opportunities 
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TABLE I 


HospitTaus In Wuich Necro Noursss Ars Empioyep, TRAINED, oR Botu; Bep Capacity, 
NuMBER or GRADUATE AND STUDENT NURSES, AND RAcE oF DIRECTOR 








Negro Nurses 








State Hospital! Beds Director 
Grad- Stu- 
uate dent 
ALABAMA: 
Mt. Vernon Searcy? 1,625 
Selma Burwell Infirmary 25 
Good Samaritan (Unit of 
Selma Baptist Hosp.) 90 
Tuskegee Veterans Admin. Facility 1,136 56 0 Negro 
*Tuskegee Inst. John Andrew 96 
Birmingham Children’s Home 17 
*Montgomery Fraternal 45 4 14 Negro 
Talladega Goodnow 20 1 0 Negro 
Birmingham St. Vincent’s 113 0 2 White 
ARIZONA: 
Phoenix Washington Memorial* 20 
ARKANSAS: 
Alexander McRae* 32 5 0 Negro 
Little Rock United Friends Hospital 25 + 0 Negro 
DELAWARE: 
Marshallton Edgewood Sanitarium‘ 40 6 0 Negro 
Dist. or COLUMBIA: 
Washington Carson’s Private Hospital 20 3 2 Negro 
Freedmen’s Hospital 322 35 81 Negro 
FLoripa: 
*Jacksonville Brewster 65 6 26 Negro 
St. Petersburg City Hospital 20 No data 
Tampa Tampa Negro Hospital 30 
W. Palm Beach Pine Ridge 37 
Miami Christian 25 
Palatka Mary Lawson San. 50 
*Tallahassee A. & M. College Hospital 43 
GEORGIA: 
*Atlanta Grady 242 5 99 White 
Augusta Univ. Hospital 300 
Macon St. Luke 12 2 4 Negro 
Savannah Charity 43 
Georgia Infirmary 60 
Statesboro Van Buren San. 25 
Atlanta Dwelle Nursing Home 30 
Wm. Harris Hospital 13 5 0 Negro 
Cordele Gillespie Hospital 14 
Columbus City Hospital No data 1 22 Not stated 
ILLINOIS: 
*Chicago Provident 133 43 29 Negro 
Cook County 13 9 White 
INDIANA: 
Gary St. John 15 4 0 Negro 
Indianapolis Community Hospital 24 
Community Hospital 1 0 Negro 
KAnsAS: 
Kansas City Douglass 25 5 2 Negro 
KENTUCKY: 
*Louisville Red Cross Hospital 51 3 5 Negro 
LOvISIANA: 
New Orleans Flint Goodridge 88 18 0 Negro 
(Charity) f 41 0 White 
MARYLAND: 
Baltimore Good Shepherd 30 
° Provident 124 
Crownville Crownville State Hosp.? 1,097 0 0 White 
Henryton Maryland TB. San.‘ 206 13 15 
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TABLE I—(Continued) 
Negro Nurses : 
State Hospital! Beds Director 
Grad- Stu- 
uate dent 
MICHIGAN: 
Detroit Bethesda‘ 83 8 0 Negro 
Parkside 52 12 0 Negro 
Fairview* 66 5 0 Negro 
Good Samaritan‘ 29 3 0 Negro 
Merey 46 3 0 Negro 
St. Aubin 40 4 0 Negro 
Trinity 46 8 0 Negro 
MISSISSIPPI: 
Greenwood Greenwood Col. Hospital 12 
MissouRI: 
*Kansas City *City Hospital #2 250 19 61 Negro 
Wheatley Hospital 67 12 0 Negro 
*St. Louis *City Hospital #2 285 56 31 White 
Peoples Hospital 68 13 Negro 
*St. Mary’s Infirmary 150 15 29 White 
Sedalia City Hospital #2 10 
New JERSEY: 
Newark Community Hospital 29 F 
Jersey City (Jersey City) t 1,200 0 2 White 
New YORK: ; 
New York (Harlem) 549 = 225 114 White 
(Lincoln) 331 106 128 White 
(Riverside)* 375 91 White 
(Sea View)‘ 1,441 320 White 
Colored Orphanage Inst. 20 
Edgecombe San. 6 0 Negro 
Buffalo (City Hospital) f 1,025 0 1 White 
NortH CAROLINA: 
Charlotte *Good Samaritan 62 6 20 Notstated 
Durham *Lincoln 99 9 31 Negro 
Goldsboro G. State Hospital? 1,919 
Greensboro *Richardson Memorial 60 6 18 Negro 
Henderson Jubilee 33 
Oxford Cheatham 14 2 0 Negro 
Raleigh St. Agnes 90 7 27 White 
Wilmington *Community 29 
Raleigh McCauley 12 
ilson Mercy 35 
‘ Sanatorium State Sanatorium 3 8 Negro 
HIO: 
Cleveland *(City Hospital) 1,521 20 5 White 
OKLAHOMA: 
Muskogee Muskogee Provident 20 
Okla. City Great Western 26 
Okmulgee City Colored Hospital 20 
Taft State Hosp. for Negro Insane? 800 
Tulsa Municipal Hospital #2 50 
PENNSYLVANIA: 
Philadelphia Douglas 56 
*Mercy 100 15 Negro 
SourH CAROLINA: 
Greenville Benevolent 22 
Greenwood Brewer 25 5 Negro 
State Park Palmetto San.‘ No data 
TENNESSEE: 
Clarkesville Home Inf. 25 
Knoxville (Gen. Hospital) 250 
Memphis *Collins Chap. 50 
Nashville *Hubbard 158 21 46 Negro 
Hale 40 
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TABLE I—(Concluded) 











Negro Nurses 








State Hospital! Beds Director 
Grad- Stu- 
uate dent 
TEXAS: 
Houston Houston Negro Hospital 10 0 Negro 
Beaumont Jeff. Co. Hospital* 22 
Dallas Pinkston Clinic 15 3 0 Negro 
Prairie View Prairie View Hospital 50 
Marshall Sheppard Hospital 33 
VIRGINIA: 
Hampton Dixie 70 + 34 White 
Burkeville Piedmont San.‘ 150 4 11 White 
Newport News Whittaker Memorial 44 6 0 Negro 
Norfolk Norfolk Community Hospital 26 7 0 Negro 
Petersburg Central State Hospital? 2,634 
Richmond *St. Phillip Hospital 180 12 70 White 
Roanoke Burrell Memorial Hospital 38 
Danville Providence 28 3 0 Not stated 
Lawrenceville Letcher Memorial Hospital 24 1 0 Negro 
Martinsville St. Mary 14 3 0 Negro 
West VIRGINIA: i 
Bluefield *Brown’s Hospital 42 
Providence 18 3 0 Not stated 
Lakin Lakin State Hospital? 400 





* Indicates registration of the nursing school by the respective State Board of Nurse Examiners. 


t Indicates mixed hospitals. 


1 All of these hospitals are general except as otherwise indicated. 


2 Mental 
8 General and Tuberculosis. 
4 Tuberculosis. 


Nore: List of hospitals, bed capacity and census taken from the Journal of the American Medical Association 
March 27, 1937, pp. 1060-1120. Names of directors, number of graduate and student nurses secured by the writer 


for freer participation as citizens. 
Hundreds of miles of rural areas are 
untouched by Negro nurses in both 
the North and the South. If a county 
has money to employ but one or two 
nurses the preference is given the 
white nurse, irrespective of the size 
of the Negro population. The Rosen- 
wald Fund reports that the Southern 
state and county health departments 
are gradually awakening to the need 
for more Negro nurses. Mr. S. L. 
Smith estimates that 1,000 well 
trained Negro public health nurses 
are badly needed for the Southern 
states alone. Contrast this figure 
with that of the total of Negro public 
health nurses in the whole country, 
approximately 500, and the acute- 
ness of the problem is quite obvious. 


The nursing services operated by 
the Federal government: The Army 
Nurse Corps, The Navy Nurse Corps, 
The U.S. Public Health Service, U.S. 
Veterans’ Administration, U.S. In- 
dian Service, and the Nursing Divi- 
sion of The Children’s Bureau, def- 
initely discriminate against the Ne- 
gro nurse. Negro nurses are employed 
under the U.S. Veterans Administra- 
tion, and one Negro nurse has been 
added to the staff of the Children’s 
Bureau quite recently. 


SALARIES 


Throughout the North, and in 
many set-ups in the South, the Negro 
nurse receives the same rate of pay 
as the white nurse, other things being 
equal. But many of these agencies do 
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HEALTH DEPARTMENTS AND Pusiic Heatta Nursina AssocraTIons EMPLOYING 
Necro Nursss, AND SALARY Paip Necro NursgEs AS COMPARED 


WITH SALARIES Pain WHITE NURSES 











Nurses Salary of 
Place Agency Employed Negro Nurses 
White Negro Same Lower 
MASSACHUSETTS 
Boston Community Health Assn. 160 1 x 
CONNECTICUT 
Hartford Visiting Nurse Assn. 36 1 = 
New Haven Visiting Nurse Assn. 54 1 x 
New YORK 
Brooklyn Visiting Nurse Assn. 144 1 % 
New York City Health Dept. 553 104 x 
Henry Street Nurs. Service 240 19 x 
Assn. for Improving 
Conditions of Poor 64 6 x 
Poughkeepsie City Health Dept. ? 1 x 
New JERSEY 
Asbury Park Health Dept. & Bd. of Ed. ? 1 x 
Atlantic City Visiting Nurse & TB Assn. 6 : x 
Board of Education ? 1 x 
Camden City Health Dept. 16 2 x 
Montclair City Health Dept. 11 1 x 
Newark City Health Dept. 47 6 = 
Bd. of Education ? 1 x 
Visiting Nurse Assn. 24 2 x 
Orange Visiting Nurse Assn 27 2 x 
Paterson City Health Dept. 14 1 x 
Plainfield Visiting Nurse Assn. 12 1 x 
Red Bank Organ. for Social Service ? 1 x 
PENNSYLVANIA 
Chester ? 1 x 
Philadelphia City Health Department 96 6 x 
Bd. of Education r 2 x 
Visiting Nurse Society 113 3 x 
; Phipps Institute ? 3 x 
Pittsburgh Public Health Nursing Assn. 112 4 x 
Dept. of Health ? 1 x 
OHIO 
Cincinnati City Health Dept. 5 x 
Cleveland City Health Dept. 108 5 x 
Dayton Visiting Nurse Assn. 28 3 x 
Toledo City Health Dept. ? 1 x 
INDIANA 
Gary Met. Life Ins. Nursing Serv. ? 1 ? 
Indianapolis City Health Dept. ? 5 x 
ILLINOIS 
Cairo Bd. of Education t 1 ? 
Met. Life Ins. Nursing Serv. ? 1 ? 
Chicago City Bd. of Health 127 15 x 
Municipal TB San. t 24 x 
Visiting Nurse Assn. ? 9 x 
E. St. Louis Bd. of Education ? 1 x 
Visiting Nurse Assn. 5 2 x 
MICHIGAN 
Detroit City Health Dept. 349 5 x 
Visiting Nurse Assn. 99 8 x 
WISCONSIN 
Milwaukee City Health Dept. ? 1 x 
Missouri 
Kansas City Bd. of Education ? 4 x 
Visiting Nurse Assn. 49 7 x 
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TABLE II—(Continued) 














Nurses Salary of 
a Agency Employed Negro Nurses 
White Negro Same Lower 
St. Louis City Health Dept. 69 6 x Fy 
Visiting Nurse Assn. 27 8 x 
NEBRASKA 
Omaha Visiting Nurse Assn. ? 1 x 
KANSAS 
Kansas City Visiting Nurse Assn. 8 + x 
Wichita Public Health Nurs, Assn. 16 1 x 
DELAWARE 
Wilmington Bd. of Education ? 1 x 
MARYLAND K 
Baltimore City Health Dept. 110 8 = 
Chestertown County Health Dept. ? : x 
Prince Frederick County Health Dept. ? 1 ¥ 
DIstTRIcT OF COLUMBIA de 
Washington City Health Dept. 27 re x 
Instructive Visiting Nurse Assn. 10 x 
VIRGINIA 
Charlottesville Health Dept. P 1 ? 
Danville Health Dept. ? 1 ? 
Met. Life Ins. Nurs; ? 1 ‘< 
Hampton Elizabeth City County V.N. A. ? 2 ? Al 
Lynchburg City Health Dept. ? 1 —_— ¥ 
Newport News Bd. of Education ? 1 — x 
Norfolk City Health Dept. ? 1 — x 
Bd. of Education ? 4 ? 
Visiting Nurse Assn. ? 4 —- x 
Portsmouth Bd. of Education 3 1 ? 
Met. Life Ins. Nurs. ? 1 ? x 
Richmond City Health Dept. i. 1 ? 
Visiting Nurse Assn. 16 7 —_ x M 
Roanoke Visiting Nurse Assn. t 1 — x 
Suffolk City & Co. Health Dept. t 1 — x Al 
West VIRGINIA 
Bluefield Bd. of Education ? 1 2 
Charleston Bd. of Education ? 1 ? 
NortH CAROLINA 
Asheville City Health Dept. ? 2 ? 
Charlotte City Health Dept. 9 + — x 
Greesnboro City Health Dept. ? 4 — D Le 
Raleigh Co. Health Dept. ? 1 ? 
Asso. Charities ? 1 ? 
Weldon County Health Dept. ? 1 ? O: 
Wilmington Public Health Nurs. Assn. 2 ? 
Winston-Salem City Health Dept. r 2 ? 
Soutn CAROLINA Ti 
Columbia Met. Life Ins. Nurs. Serv. 1 ? 
Florence Bd. of Education ? 1 5 
Greenville City Health Dept. ? 3 ? 
Spartanburg Co. Health Dept. ? 1 ? 
GEORGIA 
Albany County Health Dept. ? 2 — x 
Atlanta City Health Dept. 15 + —- x 
Met. Life Ins. Co. Nurs. ? 5 — xX Fo 
Atlanta TB Assn. be 2 os x 
Augusta Co. Health Dept. . 5 59 
Columbus Public Health Nurs. Assn. r 2 ? 
Met. Life Ins. Nurs. ? 2 ? 
Macon County Health Dept. ? 3 — x 
Met. Life Ins. Nurs. ig 1 —_ x 
Savannah Co. Health Dept. Is 2 — x | 
Savannah Health Center 18 9 os x Cs 
Chatham-Sav. TB Assn. ? 1 — x | 




















NEGRO HEALTH PERSONNEL: NURSES 489 





TABLE II—(Concluded) 











Nurses Salary of 
_— Agency Employed Negro Nurses 
White Negro Same Lower 
FLORIDA 
Clearwater City Health Dept. ? 1 — x 
DeLand Co. Commissioners ? 1 ? 
Jacksonville City Health Dept. ? 5 ? 
Miami City Health Dept. 3 1 x — 
St. Augustine St. John’s Co. Wel. Fed. ? 1 ? 
Tampa City Health Dept. ? 1 ? 
W. Palm Beach City Health Dept. : 1 -— x 
Red Cross Chap. ? 1 — x 
KENTUCKY 
Lexington Public Health Center 8 1 — x 
Louisville City Health Dept. ? 2 ? 
Public Health Nurs. Assn. 31 3 x — 
TENNESSEE 
Chattanooga City Health Dept. ? 1 ? 
Clarkesville Co. Health Dept. ? 1 t 
Covington Co. Health Dept. ? 1 ? 
Knoxville Public Health Nursing 6 2 — x 
Memphis City Health Dept. 26 13 _— x 
Nashville P. H. Nurs. Council 18 5 x — 
ALABAMA 
Birmingham Co. Health Dept. 5 —_ x 
City Health Dept. 11 5 — x 
Bd. of Education ? 2 _ x 
Hayneville Co. Health Dept. ? 1 ? 
Mobile Co. Health Dept. ? 1 ? 
Montgomery Co. Health Dept. ? 2 ? 
Selma Co. Health Dept. ? 1 ? 
Tuskegee Co. Health Dept. ts 1 ? 
MISSISSIPPI 
Jackson Co. Health Dept. ? 1 ? 
ARKANSAS 
Blytheville Co. Health Dept. ? 1 ? 
Helena Co. Health Dept. 2 1 q 
Little Rock Co. Health Dept. ? 1 ? 
Bd. of Education ? 1 ? 
Pulaski Co. TB Assn. ? 2 ? 
Pine Bluff Co. Health Dept. ? 1 ? 
LOUISIANA 
New Orleans Child Welfare Assn. 27 2 x — 
Shreveport Parish Health Dept. i: 1 ? 
OKLAHOMA 
Oklahoma City Public Health Nursing Bureau 12 2 x — 
Tulsa Bd. of Education t 2 ? 
TEXAS 
Austin City Health Dept. ? 3 ? 
Beaumont Bd. of Education ? 1 i 
Bryan Brazos Co. Health Comm. ? 1 ? 
Dallas City Health Dept. ig 1 ? 
Bd. of Education ? 3 ? 
Dallas TB Assn. ? 1 ? 
Infant Welfare Assn. ? 1 ? 
Fort Worth City Health Dept. 6 1 x 
Bd. of Education ? 2 tT 
Gainesville Co. Public Health Nurs. Service ? 1 ? 
Galveston Bd. of Education ? 1 t 
Houston City Health Dept. 6 3 — x 
Bd. of Education Lj 4 ? 
Port Arthur Amer. Red Cross Chap. ? } ? 
San Antonio City Bd. of Health 5 1 x 
CALIFORNIA 
Los Angeles City Health Dept. ? 3 x 
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give Negro nurses lower salaries 
than white nurses with the same 
training and doing the same work. 
(See Table II.) 

In 1926, the median salary of the 
private duty nurse was estimated to 
be only $1,297, exclusive of the 
board she received while nursing. 
Statistics indicate a marked drop in 
early 1930 for those who found enough 
employment to maintain themselves. 
The low economic status of the masses 
of Negroes exaggerated the difficulties 
for Negro nurses engaged in private 
duty. 


EpvucATING THE Necro NuRSE 


In May, 1936, there were 29 
schools for Negro nurses accredited 
by the National League of Nursing 
Education. All but two of these 
schools are completely controlled by 
the hospitals with which they are 
connected. All are offering the three- 
year basic undergraduate course, with 
high school graduation as a minimum 
entrance requirement. Not more than 
5 of the 29 schools have a Nursing 
School Council. It is safe to say that 
only 2 of these Councils have any 
real power or influence in shaping 
the policies for the schools of nursing 
with which they are connected. Five 
of the accredited schools are re- 
quiring that the prospective student 
come from the upper third of the 
high school class with a minimum 
average of 80, 4 are using psycho- 
logical tests as aids in the selection of 
students, 3 have close affiliation with 
colleges or medical schools. In these 
schools there are 32 full-time in- 
structors, of whom 2 have had less 
than 4 years of high school, 2 have 
had 4 years of high school, 16 








have some college preparation and 12 
have college degrees. One-third of 
the schools for Negro nurses are super- 
vised by white superintendents and 
administrative staffs. 

Because of the inability of the 
small hospital to supply the neces- 
sary clinical experience or instruction 
for the education of the nurse, the 
League has long refused to recognize 
nurses graduated from schools con- 
nected with hospitals having a daily 
average of fewer than 30 patients. 
The National Organization for Pub- 
lic Health Nursing and the Red Cross 
Nursing Service refuse membership 
to graduates from schools whose 
hospitals have fewer than 50 patients. 
In 1932, the Committee on Education 
of the League declared that it is gen- 
erally agreed that unless hospitals 
have a daily average of about 100 
patients and a fairly active service, it 
is almost impossible for them to main- 
tain schools of acceptable standards. 

It must be said, however, that 
several of the schools with a lower 
average of patients than that sug- 
gested by the Committee on Educa- 
tion have managed to set and main- 
tain optimum educational standards 
for their students by supplementing 
their hospital experience through 
affiliations. Affiliations that are satis- 
factory are difficult, and often quite 
expensive (travel expenses and re- 
placement) to secure. 

It needs to be further stated that 
a large number of patients does not 
necessarily guarantee a good school. 
The patients must be well distributed 
throughout the required services, the 
experience well organized for teaching 
purposes, with adequate faculty and 
facilities. 
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In Table I, 27 of the hospitals 
conduct schools of nursing which 
have been approved by their respec- 
tive state boards of nurse examiners. 
Of these 27 hospitals, 11 have an 
average patient census of 100 or 
above; 6 have an average patient 
census between 50 and 100, and 10 
an average patient census below 50. 

Of the 11 having an average pa- 
tient census of 100, or above, only 
three are located in the South, where 
two-thirds of the Negro population 
still live. This, no doubt, would be of 
minor significance were it not for a 
definite reluctance on the part of 
Southern white officials to employ 
Northern trained Negro nurses. There 
has been an equal reluctance on the 
part of Northern trained Negro 
nurses to go into the South to work. 
The greater emphasis on the social 
sciences in the undergraduate course, 
coupled with the scarcity of jobs in 
the overcrowded areas of the North, 
have caused more of the Northern 
trained nurses to seek employment in 
the South. 

The ten hospitals of this group 
with an average patient census below 
50 are in the South. it should also be 
noted that a number of hospitals 
have students where the census is far 
too low for educating a professional 
nurse and where no approval of an 
accrediting body, as the state board 
of nurse examiners or the National 
League of Nursing Education, has 
been secured. 

While there are very few hospitals 
offering post-graduate courses in the 
clinical branches of nursing for Negro 
nurses, all of the large universities in 
the East and far West, which have 
graduate courses in nursing, will 


admit Negro nurses. More than 200 
Negro nurses have taken advantage 
of these opportunities for study in 
both the institutional and _ public 
health fields. Approximately, 16 Ne- 
gro nurses have received the degree 
of bachelor of science, and 3 the 
degree of master of arts in specific 
branches of nursing. 


Stratus or THE Necro Nurse 


The status of Negro nurses in re- 
lation to their communities and in 
relation to professional advancement 
varies considerably. Where there are 
good nursing schools, alert to their 
job of preparing nurses to meet the 
needs of the community adequately, 
the community responds with an ade- 
quate sense of respect for the nurse 
as a professional worker. In some 
communities, aside from successfully 
filling positions as public health 
nursing supervisors, nursing school 
administrators, instructors, and gen- 
eral duty nurses, many members of 
the profession are considered valuable 
members of planning boards and com- 
mittees working for the betterment 
of the community. Where nursing 
schools are operated mainly to secure 
nursing service cheaply, there usually 
is little interest or time for preparing 
the nurse to be integrated into the 
community later. Unfortunately, such 
nurses live rather cloistered lives, 
giving little beyond the demands of 
their jobs to the community and re- 
ceiving little therefrom. 


SUMMARY 


1. The philosophy and objectives 
of nursing education are entirely in 
harmony with those of other pro- 
fessions. 
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2. There are still too many hospi- 
tals “training” rather than educating 
Negro nurses. 

3. The health needs of the Negro 
population demand a larger number 
of better prepared Negro nurses, and 
a more’ equitable distribution 


throughout the South. 

4. Aroused public interest is needed 
to work for an increase in employ- 
ment of Negro nurses by the federal, 


state, county, and municipal nursing 
services, institutional and public 
health. 

5. A college of nursing, as part of a 
university, is an urgent need for the 
education of Negro nurses. 

6. More Negro nursing schools 
need budgets, independent of the 
hospital budgets, for educating their 
nurses. 
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CHAPTER XX 


THE PRESENT CHARACTER AND EXTENT OF 
HEALTH EDUCATION OF NEGROES 


Joun B. West, M.D., D.P.H. 
District Health Officer, Central Harlem Health Center, New York City 


The importance of health educa- 
tion cannot be over-emphasized. It 
is the very foundation on which 
public health is built. Together with 
preventive medicine it would, if gen- 
erally instituted and vigorously pur- 
sued, result in an annual saving of 
millions of dollars in sickness or in 
medical care. Consider, for instance, 
the number of lives that have been 
saved by the discovery of vaccina- 
tion by a country doctor, Edward 
Jenner, late in the eighteenth century. 
Health education followed the publi- 
cation of his work in 1798 and the 
doctrine of vaccination against small- 
pox has been preached and practised 
in virtually every corner of the world. 
So it is with other diseases. We must 
teach prevention, for it is far better 
to prevent than to cure, and less ex- 
pensive to the taxpayers. 


THE OBSTACLE OF IGNORANCE 


Undoubtedly, mysticism, voodoo- 
ism and quackery play an important 
part in impeding the progress of the 
Negro in health education. Let it not 
be believed for a moment that such 
practices are peculiar to the Negro. 
Superstitions abound in all races, 
and it is merely the fact that their 
prevalence is more notable among 
inhabitants of countries with warm 
climates that makes it worthy of 
comment here. Nor is such practice 
confined to the backwoods. In a 
large Eastern city a few years ago, a 
man who styled himself a ‘Professor 


of Medicine” allegedly treated a 
Negro woman for a disease which he 
said was due to “a belly full of 
lizards.”’ So realistic was his descrip- 
tion of the condition that the woman 
believed she could ‘feel one hop over 
here, and another one over there,” 
pointing to various areas of her ab- 
domen. ‘‘Professor X’’ treated her by 
feeding her special religious bananas 
at a cost of some fifty cents each, 
stating that the lizards would eat 
the bananas instead of eating her 
flesh. When offered competent medi- 
cal aid, she refused, and returned to 
“Professor X’’ who treated her until 
her funds were exhausted. Then he 
advised her that the “big lizards had 
hatched out little lizards, and they 
were all fighting, so there was noth- 
ing more that could be done.” This 
woman was suffering from syphilis, 
and is now allegedly in a sanitorium 
for the insane. Health education 
would probably have prevented her 
present condition, and the cost of 
such education would have been 
negligible when compared to the 
expense of maintaining her as a charge 
of the state until she dies. Similar 
stories are told as bona fide incidents, 
such as the one describing a druggist 
who sold “powdered human brain, for 
all aches, pains and nervous dis- 
eases,” which remedy was found to 
be powdered talcum. These, and far 
too many other atrocities of similar 
nature help make urgent the need 
for health education. 
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Religion, too, can be a two-edged 
sword, cutting a path toward prog- 
ress on one side, or holding at bay 
with its other edge, those who would 
aid in blazing the trail to health ed- 
ucation. Religion, while one of the 
finest institutions of mankind, may 
often be turned by unscrupulous 
hands into a great obstacle, keeping 
sick people from seeking competent 
medical attention. It is part of the 
burden of this and each succeeding 
generation of Negroes to wage war 
against such religious rackets until 
the way is cleared. 


THE RACIAL ASPECT 


Exceedingly difficult of approach 
is the subject of comparing the 
health educational facilities available 
to white Americans with those avail- 
able to black Americans. Ostensibly 
we are all integral parts of the im- 
mense population of these United 
States, and as such each integral part 
should receive medical and health 
education in more or less direct pro- 
portion to its percentage of the total 
population. In states and communi- 
ties where there is no segregation 
such a division is unnecessary and 
moreover, undesirable, but where 
there is separation of the races, such 
a definite division of activities is ad- 
vantageous to all concerned. A state- 
ment such as this may sound para- 
doxical, but is nevertheless true. In 
some states where there is a separa- 
tion of the two races and no separa- 
tion of the health educational pro- 
gram it is almost inevitable that the 
Negro will receive far less attention 
than the white in the same economic 
strata. 

Actually, such a favorable alloca- 
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tion of services is not always in- 
voked, nor is the size of the group 
always a mathematically precise in- 
strument for the measure of service 
required. One has but to search the 
statistical reports of any health 
department to learn that the death 
rate among Negroes is higher than 
among other groups. Upon this find- 
ing alone, many large insurance 
companies have refused to issue life 
insurance policies to Negroes. So it 
is that the condition of the group 
should in some measure modify the 
program otherwise planned purely on 
the basis of numbers. Let it be under- 
stood here that this is in no way an 
indictment against Negroes, but 
against the principles and practice 
of segregation and discrimination 
which prevent the capable and quali- 
fied Negro from properly gainful oc- 
cupation. The economic, educational, 
and social status of any group must 
be considered as major factors in any 
program of health education for the 
group, and it is reasonable to assume 
that given equal financial, social, and 
educational advantages, any hardy 
race will assume its rightful place. 
Indeed, as evidence to this end, one 
may refer to a communication from 
the Deputy Manager of Health and 
Charity in Denver, Colorado, in 
which he states, “There are practi- 
cally no restrictions for the colored 
in schools, churches, or any other 
place in Denver. In general the 
colored people of Denver are people 
of high character, and seem to solve 
their own problems even better than 
the white population. . . ” 

Let us therefore approach this 
subject with open minds, free from 
prejudice or preconceptions, and con- 
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cern our thoughts with suggestions 
for the improvement of conditions 
for ourselves and our neighbors, for 
we must carry our own burden as far 
as we can. 

To this end the Negro Organiza- 
tion Society of Virginia in 1913, 
planned an extensive program for 
wholesale sanitary inspection of com- 
munities and mass examination of 
the residents thereof. The success 
attendant upon their pioneer efforts 
was so remarkable as to prove the 
value of such periodic health in- 
ventories and initiate a movement 
by Negroes for Negro health. The 
movement lay dormant for two years, 
and it remained for the late Booker 
T. Washington in 1915 to marshal 
all forces into one army and plan a 
nation-wide campaign then known 
as National Health Improvement 
Week. The movement has since be- 
come a permanent institution—Na- 
tional Negro Health Week. 

At the death of Dr. Washington, 
Dr. Robert Russa Moton, successor 
to Dr. Washington at Tuskegee In- 
stitute, took up the standards of the 
health movement while it was still in 
its infancy. In his article “Organized 
Negro Effort for Racial Progress,”’ 
Dr. Moton writes: 

Another movement of large public sig- 
nificance which has met with gratifying 
success and which also originated within 
the race itself, is what is known as National 
Negro Health Week. This movement orig- 
inated in Virginia in 1913, but was shortly 
after nationalized by the late Booker T. 
Washington, through the medium of the 
National Negro Business League. It is an 
annual observance in which local, county, 
state and national organizations of both 
races, as well as the Federal Government 


now cooperate. The object is of course to 
improve the health of Negroes and the con- 
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ditions under which they live, in view of 


the disproportionately high death rate 
among Negroes in America. Although the 


movement has the fullest support and co- 
operation of the medical profession, it is an 
interesting fact that it was not organized 
in the medical group, and that every type 
of organization from business firms to 
fraternal societies share in the effort. 


Suffice it to say that there are 
other similar movements among Ne- 
groes, but none so outstanding as the 
year-round National Negro Health 
Movement, of which National Negro 
Health Week is the principal spur. 
More general observation of this 
movement, and the introduction of 
other programs pointing toward the 
same goal will do much toward re- 
ducing disease among Negroes—and 
among all people—to the irreducible 
minimum. 

In this brief discussion of a few of 
the high lights of the problem, it has 
appeared wise to separate the ma- 
terial into three categories, namely: 
(1) The need for health education. 
(2) Availability of health education. 
(3) Economic ability to profit by 
such education. 


Neep or HEALTH EpucaTION 


Health education may be carried 
to the people by many and devious 
means, such as radio, press, talks, 
motion or other pictures, pamphlets, 
etc. It would appear on the surface 
that such methods as the first two 
herein mentioned would permit no 
discrimination, but let us peer under 
the surface. The economic status of 
the prospective health education pu- 
pil determines his ability to purchase 
a radio, and therefore his ability to 
take advantage of radio education. 
Inasmuch as the economic status of 
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the Negro is lower than that of the 
whites, there are fewer radios in 
Negro homes, and less radio education. 

Let us now turn our attention to 
the press, where literacy in great 
part decides who shall and who shall 
not be educated. It is an established 
fact that illiteracy is greater among 
Negroes, and such a state of poor 
education is to be expected when we 
realize that preliminary education is 
often not available to Negroes in 
parts of the country and more often 
inadequate and inferior facilities are 
provided. This is in part due to the 
inaccessibility of deep rural homes 
and sparse population of many South- 
ern counties, but better facilities are 
provided for white children under 
similar conditions. 


AVAILABILITY 


A canvass of twenty-four state de- 
partments of health revealed that in 
eleven of the twenty-four states 
health education is provided for 
Negroes and whites in separate pro- 
grams, though there is no division in 
budgeting funds. It appears that 
such segregation is occasioned by the 
separation of the two races in general, 
and a majority of the states employ 
Negro health workers in large or small 
numbers. Alabama and North Caro- 
lina lead in number of Negroes em- 
ployed, each carrying twenty-one 
Negroes on its state health pay-roll. 
Particularly worthy of commenda- 
tion is the program outlined and in- 
stituted by North Carolina State 
Board of Health in 1936 under the 
immediate guidance of Dr. Walter 
J. Hughes, whose report of the success 
of the program is truly gratifying. 
Dr. Hughes reports, for instance, a 
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total of 392 lectures for Negroes dur- 
ing 1936, with a total attendance of 
more than 42,000. This educational 
program reached approximately 
20,000 elementary school children, 
7,000 high school pupils and 16,000 
adults. It is particularly unfortunate 
that the states with the highest 
Negro population are the ones in 
which there is segregation, for it 
avails the Negro little toward racial 
progress if his freedom is to be found 
only where his group is small. 

It is interesting to note in this con- 
nection that of the other thirteen 
state departments of health report- 
ing no segregation, the following ex- 
pression is often found: ‘“‘The Negro 
population of this state being very 
small, no segregation or special pro- 
gram is necessary.” Further pur- 
suing this line of thought we find the 
following report from South Dakota: 
“There are only 287 Negroes in 
South Dakota, so there is practically 
no Negro problem in this state, and 
we make no distinction between 
Negroes and whites in public health 
work,” 

Of fifty municipal departments of 
health representing all geographical 
areas of the United States, eleven 
have segregation of their health edu- 
cation program; and thirty-nine, no 
differentiation between races. In view 
of the present trend of the Negro to- 
ward urban residence, this promises 
better health education in proportion 
to the numbers migrating to non- 
segregating cities, Of those cities in 
which separation of services exists, 
Baltimore is far in advance of the 
other cities canvassed in number of 
Negro workers employed. The Balti- 
more City Health Department em- 
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ploys twelve part-time Negro clinic 
physicians, eight full time nurses, and 
one full time social worker, a total 
of twenty-one—with more than fifty- 
seven per cent of the number, 
physicians. On the other hand, other 
cities employ no Negroes in their 
programs. It is no doubt true that 
not enough Negroes have prepared 
themselves for responsible positions 
in the field of public health, but so 
much prejudice and discrimination 
has created marked skepticism in the 
mind of the Negro as to the wisdom 
of embarking on a career where the 
horizon is as uncertain as it is in this 
work. Further, one of the more 
prominent institutions for higher 
education refused a young Negro 
physician the right to enroll in its 
public health courses because of ‘‘a 
principle we have found it necessary 
to adopt... . ” Such a rebuff often 
deters or diverts the aspirant from 
his path, sometimes permanently. 
This first refusal may prevent him 
from making application to other 
equally prominent schools where no 
such bars are raised. It would appear 
that some change in policy might be 
sought in such universities where this 
policy is in force, and that attempt 
might be made to correlate the de- 
mand for qualified Negroes in public 
health work with the supply. 
Considering availability from 
another standpoint we must realize 
that no program can be successful, 
even though available, if the pros- 
pective recipients are not coopera- 
tive. Of the seventy-four health de- 
partments canvassed, eleven reported 
that ‘“‘Negroes are more difficult to 
reach and educate because of in- 
difference, or lack of interest.” If this 
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indictment be supported by evidence 
the programs of those units are ma- 
terially handicapped, and elementary 
schools must play a part in preparing 
the way for health education by creat- 
ing interest in parent and child. 
Three other replies stated that “the 
Negro is difficult to reach because of 
lack of adequate personnel, funds 
and facilities.’”’” In this premise it 
seems obvious that the responsibility 
lies with the budget directors, and 
that adequate funds must be al- 
located to prevent the continuation 
of this condition. On the other side 
of the scale comes a report from two 
departments stating that the Negro 
is more cooperative, and easier to 
reach than the whites. 


Economic ABILITY 


Waiving argument, one may as- 
sume as one desires—that the Negro 
is difficult or easy to reach and edu- 
cate in matters pertaining to health, 
but look into the home of the Negro 
of the masses, and ascertain to what 
extent he can respond to health edu- 
cation once he has absorbed it. It is 
indeed true that the average Negro, 
being in a lower economic bracket 
than the average white, is not able 
to obtain the maximum benefits 
from any health educational program. 
But to go deeper into the problem— 
regardless of man’s economic status 
he can enjoy the health giving prop- 
erties of fresh air and sunshine, two 
of our great allies against disease—if 
he can only be educated to realize 
their worth. Every day health de- 
partment officials in city, county, 
state or nation are planning and pro- 
viding more health facilities free so 
that the poor man may derive as 
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nearly as possible, the same benefits 
from health education as the rich. 
Let us not lose sight of the fact, how- 
ever, that each patient capable of 
paying for his or her treatment, in 
accepting free treatment from a clinic, 
not only commits a fraud against the 
taxpayer, but what is all important— 
deprives a needy child or parent of 
treatment and advice that might 


later save a life. Let us realize that 
health education must be made 
available to all in like measure, that 
all must learn to welcome it with 
open arms, and that socio-economic 
adjustments will ultimately narrow 
the vast chasm that separates the 
poor from the rich, the black from 
the white, and unite them by a com- 
mon bond of health. 
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CuaPTEeR XXI 


HEALTH EDUCATION PROGRAMS OF 
GOVERNMENT AGENCIES 


M. J. Bent, M.D. 
Professor of Bacteriology and Preventive Medicine, Meharry Medical College 


INTRODUCTION 


In reviewing governmental health 
education programs for Negroes cer- 
tain difficulties and limitations affect- 
ing the development of such programs 
stand out in bold relief. Beside vary- 
ing degrees of skin pigmentation, the 
American Negro has little in common 
not also characteristic of other ethnic 
groups in his environs. To the extent 
permitted by restraints of social and 
economic segregation, his ambitions, 
pleasures, work and habits are the 
same as those of the majority group. 
The Negroes’ habits and thinking are 
being continually altered by the same 
agencies which form the dies of public 
opinion and conduct for the other 
nine-tenths of the American people. 
Even theories of the Negroes’ in- 
creased susceptibility or resistance to 
specific diseases because of racial 
differences are being rapidly exploded 
by proof that factors other than race 
are responsible where differences in 
racial morbidity and mortality exist. 
In this country, the need for a Negro 
health education program is limited 
to those communities where segrega- 
tion denies or limits the Negroes’ par- 
ticipation in the general health pro- 
gram. This segregation exists through- 
out the South, where the majority of 
the Negroes live, and in a few North- 
ern centers where segregated units 
have been encouraged or accepted by 
misguided or personally ambitious 
Negroes, assured by usually unkept 


promises of either accommodations on 
a par with those for whites or of lucra- 
tive positions. 
Hea.tH EpucaTion DEFINED 

The Health Education Committee 
of the American Physical Education 
Association agreed upon the following 
definition :' ‘Health Education is the 
sum of all experiences which favor- 
ably influence habits, attitudes and 
knowledge relating to individual, com- 
munity and racial health.’”’ This broad 
interpretation of health education 
covers all that a program of Negro 
health education need include. 


FEDERAL, STATE AND 
LocaL AGENCIES 

Federal agencies concerned with 
Negro health education as part of 
general programs of that nature are 
the United States Public Health Serv- 
ice, the U.S. Office of Education of 
the Department of Interior, and the 
Children’s Bureau in the Department 
of Labor. In the states such programs 
are fostered by either or both the 
Departments of Public Health or Ed- 
ucation. These state department ac- 
tivities are supplemented by county 
and city health and education units 
almost invariably. 

Federal Agencies for Negro 
Health Education 

A Negro, Dr. Roscoe C. Brown, is 

the Negro Health Education Special- 


1‘‘Definition of Terms in Health Education,” 
hoy of Health and Physical Education, 5: (No. 10) 
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ist of the United States Public Health 
Service. The nation-wide observance 
of Negro Health Week in April is an 
important part of his program. The 
National Negro Health Week was be- 
gun by the late Booker T. Washing- 
ton in 1914, and at the request of his 
successor, Dr. R. R. Moton, was fos- 
tered by the United States Public 
Health Service in 1921. The effective- 
ness of this brief program varies as 
widely as do the communities in 
which it is observed, being dependent 
upon the intelligence, interest and 
energy of the local agencies sponsor- 
ing it. Applications for participation 
are filed with the United States Public 
Health Service, which also distributes 
organization plans, programs and 
propaganda. An annual bulletin on 
National Negro Health Week is issued 
by the United States Public Health 
Service.’ It is estimated that this pro- 
gram in 1936 reached over a million 
Negro families in 2,000 communities. 
Year around health programs in some 
communities have grown out of this 
national observance. Important data 
and research bearing on Negro health 
are published in the United States 
Public Health Reports. 

The U.S. Office of Education.— 
“The Office of Education, Depart- 
ment of the Interior, conducts re- 
search and furnishes information on 
all phases of health work for children 
and youth of school and college age; 
—sanitation of school buildings, medi- 
cal inspection, health instruction, 
lunches, special schools and classes for 
the sickly or defective, and the health- 
ful conduct of activities of the play- 
ground and gymnasium. Its investi- 


2 Annual Report of the Surgeon General of the Public 
Health Service of the United States for the Fiscal Year 
1936. Pp. 101-102. 


gations also cover the field of teacher 
welfare. Besides answering inquiries 
along these lines by correspondence 
and through its publications, the Of- 
fice, in its surveys of schools, includes 
all conditions and activities bearing 
on the health of the child.”—Dr. J, 
F. Rogers, Consultant in Hygiene. 

The Children’s Bureau.—The Social 
Security Act also includes services for 
the Negro. This has been so thor- 
oughly covered by Miss Lenroot in 
Chapter XXIV that we need only to 
make reference to it here. 


State Health Education Programs 


Health education by the various 
state health departments has two 
principal objectives, the dissemination 
of health information and disease 
prevention. Usually the services of- 
fered by city and county health units 
are available to Negroes. Among other 
services these units give preventive 
inoculations for communicable dis- 
eases against which active immunity 
may be developed. Emphasis is us- 
ually placed on protection of school 
children by this means, although the 
inoculations are available to all ages. 
Special attention is also given to 
maternal and prenatal care and ve- 
nereal disease treatment and preven- 
tion. 

Letters of inquiry concerning health 
education for Negroes were sent to 
State Education Boards of states 
maintaining separate schools for 
Negroes. No replies were received 
from Louisiana, North Carolina, 
South Carolina or Mississippi. Re- 
cently a full time Negro physician 
has been employed by the North 
Carolina Health Department to fur- 
ther the program for Negro health. 
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Alabama.—The reply from Mr. G. 
A. Keller, Superintendent of the Ala- 
bama Department of Education in- 
cluded no program directed by that 
body but enclosed a bulletin from the 
Alabama State Department of Public 
Health in which there was nothing 
that might be construed to be a health 
education program for Negroes. 

Arkansas.—Mr. Nolen M. Irby, 
Supervisor of Colored Schools, in the 
Arkansas Department of Education 
wrote, ‘“‘I do not know of any printed 
program of health education by any 
of the agencies mentioned.” 

Florida.—Mr. D. E. Williams, State 

Agent of the Florida Department of 
Public Instruction states: 
I regret to advise that the State Depart- 
ment of Education abolished the position 
of Physical and Health Education a few 
years ago, hence it is not now sponsoring a 
program of physical and health education. 
Counties and cities, through their own 
funds, are in some instances carrying on 
health and physical education programs. 
We anticipate that we shall renew the State 
program soon. 


It may be reasonably assumed that 
the one “position” formally existing 
in the Florida Education system was 
not held by a Negro or intended pri- 
marily for the benefit of the Negro. 

Georgia.—The Georgia Department 
of Education referred the inquiry to 
the State Health Department. The 
chart sent, by Dr. T. F. Abercrombie, 
Director of the latter service, indi- 
cated no specific program of Negro 
health education. 

Kentucky—From the Kentucky 
Department of Education the in- 
formation following was sent: 

... there is no definite program of health 


education carried uniformly throughout the 
state, though some phases of health educa- 


tion are embodied in our school curricula, 
elementary and secondary. Some of our 
cities, and a few of our counties have given 
creditable emphasis to the subject of health, 
and have promoted local activities in health 
education. Negro Health Week is generally 
observed in our Negro schools. 


Maryland.—From Dr. R. H. Riley, 
Director of the Maryland Depart- 
ment of Health comes the following, 
In Maryland we have 23 counties outside 
of Baltimore City, each county in charge of 
a full-time county health officer, with one 
or more public health nurses, a sanitary in- 
spector and one or two clerks depending 
entirely on the size of the county. The 
service given in any of these 23 depart- 
ments, as well as the Central Office, is 
available to every citizen in Maryland ir- 
respective of color. We have one or more 
venereal disease clinics in each of the full- 
time county health departments, where 
white and colored patients are treated. We 
also have Tuberculosis Clinics where white 
and colored are also treated.’ 


In Maryland, during Negro Health 
Weeks in 1935 and 1936, the program 
of the United States Public Health 
Service was supplemented by one 
issued by the State Health Depart- 
ment. Awards were given schools and 
individuals for efficiency in health pro- 
moting activities. In this state, also, 
a traveling health unit called a 
‘“Healthmobile,’ operating in dis- 
tricts remote to the stationary health 
centers, during one tour examined 
1,550 children, 850 of whom were 
colored. In these remote districts this 
traveling unit also showed motion 
pictures on health. 

Missouri.—The State Department 
of Education in Missouri referred the 
inquiry to the State Board of Health 
from which the following statement 


3 Annual Report of the State Board of Health of Mary- 
land for the Year Ending December 31, 1936. P. 189. 
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was sent by Dr. John W. Williams, Jr., 
Director of Local Health Work: 

There is no special health education pro- 
gram in Missouri for the negro. The negro 
schools and other units have always been 
included as a part of the State Health Pro- 
gram, including the nine point button pro- 
gram and the blue ribbon awards without 
special emphasis to that particular group. 


Oklahoma.—From Mr. E. A. Duke, 
State Agent and Rural School Super- 
visor of the Oklahoma Department of 
Publie Instruction comes the follow- 
ing statement, ‘I regret to advise 
that we do not have a health educa- 
tion program outline for Oklahoma 
whites or Negroes.” 

Tennessee.—In Tennessee the De- 
partment of Education in cooperation 
with the Julius Rosenwald Fund and 
Fisk University has conducted a five- 
year experiment in Negro health edu- 
cation directed by the writer. This 
experiment consisted in training pro- 
spective and active teachers in methods 
of health education and in integrating 
health courses in the curriculum of 
three elementary schools. The pur- 
pose of the experiment was to formu- 
late an“effective program of health 
education for prospective teachers 
and for the elementary schools of the 
state. The experiment has recently 
been completed and although the 
results of it have not yet been gener- 
ally adopted by the State Depart- 
ment of Education, it is estimated 
that 50 per cent of colored teachers in 
public schools of the state have had 
courses in health offered at the State 
College, and are voluntarily teaching 
health in their schools. 

In the textbook of Tennessee his- 
tory,‘ now in use in the state, a chap- 


‘ Robert H. White, Tennessee Its Growth and Prog- 
ress. Nashville: Robert H. White, 1936. Pp. 387-430. 


ter concerning the history of all phases 
of public health is included. In the 
Blue Ribbon Program of 1933-34,5 
2,350 Negro children in the county 
schools qualified for this award in 
personal hygiene efficiency. In 1935- 
36, the number of those qualifying 
increased to 3,432. Other educational 
activities of the Tennessee State 
Health Department which are shared 
by Negroes are radio talks, newspaper 
articles and lectures by special agents. 

Texas.—The Texas Department of 
Education sent the following state- 
ment from their State Health Board: 


Health education programs for Negroes as 
carried on by our State Department of 
Health are conducted chiefly through the 
Division of Maternal and Child Health. 
This division has engaged the services of 
six Negro nurses who are itinerant nurses 
working in the counties throughout the 
State. There are two other Negro nurses as 
trainees who will be added to the staff as 
soon as they return. Recently a Negro 
physician has been added to the staff. The 
program consists of general health educa- 
tion through organization of health classes, 
both adult and junior; conferences, lec- 
tures, exhibits, and publicity. Many coun- 
ties and cities have their own health edu- 
cation programs conducted by the local 
departments of health who engage the serv- 
ices of Negro nurses, physicians, and den- 
tists to carry on the program among Ne- 
groes. The same is true of local School 
Boards who employ part-time, and in some 
instances full time, Negro physicians, den- 
tists and nurses. For the past 15 years the 
Texas Tuberculosis Association has en- 
gaged the services of a Negro to carry out 
their health education program among the 
Negroes of the State. This is the only pri- 
vate agency that has engaged in health 
education among Negroes on a state wide 
basis. 

Virginia—This survey indicates 
that Virginia is the only state employ- 


5 Biennial Report of the Department of Public Health 
of | State of Tennessee for the Fiscal Years 1933-1936. 
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ing a formulated program of Health 
Education in the public school sys- 
tem. Here a program of personal and 
community health training is included 
in the elementary school curriculum. 
Health inventories of each pupil con- 
stitute a part of teachers’ records. 
The program includes activities which 
teach health habits and impart facts 
by actual experience. This type of 
program is preferable to one consisting 
of more theory than practice. 

West Virginia.—The State Super- 
intendent of Free Schools in West 
Virginia, Mr. W. W. Trent, gives the 
information here quoted: 


The several governmental agencies of our 
state, including the State Health Depart- 
ment, the health department of the several 
counties, and our school system, in a gen- 
eral way, attempt to give the Negro the 
same attention for health services as they 
give to other citizens of the state. In gen- 
eral the health education program of the 
State Department of Health consists of the 
following: Fifteen of the twenty-five coun- 
ties in the state have full-time health offi- 
cers and have from one to five nurses assist- 
ing therein. There are fifteen counties in 
which there are full-time public health 
nurses. In each of these counties the health 
service is extended to the Negro race ex- 
actly the same way as it is extended to the 
white race. Thirty-six counties have part- 
time health services where similar activities 
are carried on. Four counties have neither 
part- nor full-time services. Several of. the 
larger school systems provide health units 
in collaboration with the State Department 
of Health. For example, in Kanawha 
County, where the City of Charleston is 
located, there exists a school health pro- 
gram served by school physicians, dental 
hygienists, and public health nurses. In 
this county, there is a Negro who serves 
as part-time school physician; a Negro is 
full-time dental hygienist and there is also 
a Negro public health nurse. The only types 
of clinical work done by official public 
health agencies, are clinics for the treat- 


ment of venereal diseases, pre-natal clinics, 
post-natal clinics and pre-school inspection. 
In each of these activities, members of all 
races are equally eligible and treated the 
same way without distinction. The official 
public health agencies, insofar as possible, 
try to avoid treating diseases. The purpose 
of public health is chiefly to prevent dis- 
eases. Expectant mothers, infants, and chil- 
dren, as well as adults of all races, are 
visited by the public health nurses and 
are given equal recognition. In pre-school 
conferences, well-baby clinics, and school 
work, again there is no distinction made 
as to race. All are eligible to attend and do 
attend, the same clinic or conference and 
are received the same way. The purpose of 
our health department is to promote the 
health of citizens, regardless of race. 


EMPLOYMENT OF PUBLIC 
Heautu Nursss 


During the past decade Public 
Health Departments in localities hav- 
ing a large Negro population have 
gradually realized that to have an 
effective Negro health education pro- 
gram, Negro physicians and nurses 
must be employed. 

A questionnaire sent out by the 
Julius Rosenwald Fund to fifteen 
Southern State Departments of 
Health in 1927 revealed that a total 
of only twenty-nine Negro nurses 
were employed in seven states. Eight 
states did not employ a single Negro 
public health nurse. A similar ques- 
tionnaire sent out in February, 1934 
showed 174 Negro health nurses em- 
ployed, and more than 100 emergency 
nurses working temporarily under the 
C.W.A. Recently, quite a number 
have been employed but the exact 
number is not yet available. (See 
Table I.) 

‘Child Health Problems (National Conference on 


Fundamental Problems in the Education of Negroes). 
Nechwilies Julius Rosenwald Fund, July, 1934. Pp. 
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TABLE | 


Numser or Necro Pusuic HEALTH 
Nurses EMPLOYED, as REPORTED 
BY THE SOUTHERN STATE Dz- 
PARTMENTS OF HEALTH 
IN FEBRUARY, 1934 














: Non- 
Official : 
State Total Agen- i 
cies a 
AjaGemea.......... 14 14 vg 
ASHATORS..... 0550 2 a 2 
LS fe en 11 8 3 
SEP eras: || 17 
Kentucky......... 6 2 4 
Louisiana......... ‘f 4 3 
Maryland......... 9 9 - 
Mississippi........ 2 1 1 
Missouri.......... 29 29 . 
North Carolina.... 22 21 : 
Oklahoma........ 2 2 ” 
South Carolina.... 4 3 1 
Tennessee......... 20 20 * 
UNMET che. scwoauc seth sc 13 10 3 
Lo) eer 12 4 8 
West Virginia..... 4 4 . 
174 148 26 
* No report. 


INADEQUATE NEGRO PERSONNEL IN 
Pusiic HEALTH SERVICE 


Notwithstanding the excellent con- 
tribution the Federal Government is 
making to health education for the 
Negro, we believe the employment of 
a larger trained Negro personnel for 
this program will increase its efficiency 
The number employed at present is 
too small to render the necessary serv- 
ice. 

Until quite recently very few states 
have employed Negro doctors or den- 
tists in the Departments of Health 
and Education. A few are now em- 
ployed, either part- or full-time. Here 
again, the number is too small and 
not many of those employed have had 
adequate training. 

Gradually health and education 
officials are favoring the employment 
of Negroes to work among Negroes. 
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ACTIVITIES OF SCHOOL TEACHERS 


Special training in health education 
should be required of every teacher. 
Health instruction should be an in- 
tegral part of the schoo) curriculum. 
The health content of this curriculum 
should be developed by the medical 
men and the method of teaching the 
same should be developed by the edu- 
cational group in cooperation with 
the medical group. Not only should 
this subject be taught as such, but 
the teacher should be on the alert to 
integrate this teaching into the entire 
school curriculum. In addition, this 
instruction must be supplemented by 
an activity program that will include 
the child and reach into its home. A 
wide-awake school teacher can soon 
extend this activity program into the 
homes of her pupils. This can be done 
through the parent-teacher associa- 
tion, through demonstrations in the 
home, and through the activities of 
local organizations such as clubs and 
churches. Most of our habits are 
formed in early life. Consequently, 
with proper training in the schools 
and home, health habits are readily 
formed. Cooperation with parents is 
essential to a successful program of 
this nature. 


Activities or Doctors AND DENTISTS 

Medical and dental supervision is 
important in the prevention of dis- 
eases and in health education. The 
doctor and dentist should supervise 
inoculations against certain of the 
communicable diseases and make care- 
ful physical examinations for the early 
detection of diseases such as tubercu- 
losis, oral infection, malnutrition, and 
incipient physical defects which may 
be benefited by corrective measures. 
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In addition, pupils may be instructed 
in the contro) and prevention of these 
abnormal conditions. Follow-up work 
in the home will often lead to the dis- 
covery of conditions responsible for 
child defects and afford an oppor- 


tunity to correct them. 


AcTIVITIES oF NURSES 


We agree with Dr. Vaughan’ that 
the prime function of the public 
health nurse is to teach health and 
that she plays an important rdéle in 
every phase of public health which 
depends for success upon health edu- 
cation. The nurse with the right kind 
of training can probably do more to 
put over a health education program 
than any other person except the 
school teacher. The effectiveness of 
the public health nurse was demon- 
strated in Detroit where a campaign 
was conducted to stimulate public 
interest in public health education 
through newspaper stories, paid ad- 
vertisements, posters, lectures, radio 
talks and distribution of literature. 
It was found that by all other means 
only 18 to 20 per cent of the children 
were reached, whereas, through the 
hacen to Appprepesting Bodies by 9 Muncpal Laecie 


Department,’ American Journal of Public Health, 22: 
702-703, Jl 1932. 


use of public health nurses 73 per cent 
were reached. Since the public health 
nurse has thus proven her efficiency 
in health education we feel that she 
should be more generally used for 
that purpose. 

It is estimated that one nurse can 
render service to only 5,000 people. 
This means that in the South with a 
population of approximately 9,000,000 
Negroes there should be at least 1,800 
colored nurses. At present there are 
approximately 200 employed. This 
does not mean that Negroes are with- 
out nursing service, for white nurses 
are giving service to Negroes in many 
communities. 


CONCLUSION 


This investigation indicates that 
little organized health education for 
Negroes is now being done by govern- 
mental agencies. We believe that 
through such a program the eventual 
reduction in morbidity and mortality 
would increase individual productive- 
ness and subsequently personal and 
community wealth to an extent which 
would by far surpass the cost of the 
program. It is also our opinion that 
Negroes properly trained will be better 
suited to put over a successful pro- 
gram among Negroes than will whites. 








CuapTER XXII 


THE HEALTH-EDUCATION PROGRAM OF THE CHILDREN’S 
BUREAU, WITH PARTICULAR REFERENCE TO NEGROES 


KaTHarRIneE F, Lenroot, B.A. 
Chief, Children’s Bureau, U.S. Department of Labor 


PURPOSES AND ORGANIZATION OF 
THE CHILDREN’s BUREAU 

Twenty-five years ago, on April 9, 
1912, a bill was signed by President 
Taft, establishing in the Department 
of Commerce and Labor a Children’s 
Bureau, which was transferred in 
1913 to the newly formed Depart- 
ment of Labor. The law was the 
result of 6 years of effort to obtain 
for the mothers and children of 
America a center of research and of 
information comparable to that fur- 
nished farmers, business men, and 
wage earners through various agen- 
cies of the Federal Government. The 
new Bureau was directed to “in- 
vestigate and report... upon all 
matters pertaining to the welfare of 
children and child life, among all 
classes of our people.” 

Except for the brief period when it 
administered the first federal child- 
labor law (1917-18) and the 7-year 
period of cooperation with the states 
in maternal and child-hygiene work, 
which came to a close in 1929, the 
Children’s Bureau until 1935 was an 
agency for research, publication, dem- 
onstration, and consultation. With 
the enactment of the Social Security 
Act, approved August 14, 1935, and 
the appropriation of funds to make it 
operative, February 11, 1936, a far- 
reaching, specialized undertaking for 
safeguarding the health and welfare 
of American children through federal 
and state cooperation was inaugu- 


rated. For the administration of three 
parts of the act, relating to maternal 
and child-health services, services for 
crippled children, and child-welfare 
services, the Children’s Bureau is 
responsible. 

As organized at present, the Chil- 
dren’s Bureau has five major research 
divisions (Research in Child De- 
velopment, Industrial, Social Service, 
Delinquency, and Statistical Re- 
search), three divisions charged with 
the administration of the three parts 
of the Social Security program (Ma- 
ternal and Child Health, Crippled 
Children, and Child Welfare), two 
units (Public Health Nursing and 
State Audits) serving these three di- 
visions, an Editorial Division, and an 
Administrative Section. 

The staff of more than 200 persons 
includes representatives of the fields 
of pediatrics, obstetrics, orthopedic 
surgery, public-health nursing, medi- 
cal social work, nutrition, social serv- 
ice for children, industrial economics, 
and social statistics. In accordance 
with the philosophy underlying the 
creation and development of the 
Children’s Bureau, namely, that of a 
unified approach to the problems of 
childhood, the services of these spe- 
cialists are closely interrelated. The 
work of the Children’s Bureau has 
always been carried on in collabora- 
tion with other agencies of the Federal 
Government, as well as with state 
and local organizations. 
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MATERNAL AND CHILD HEALTH 
ACTIVITIES 

All the services of the Children’s 
Bureau are closely related to the 
promotion of child health. For ex- 
ample, the Industrial Division is con- 
cerned with the protection of children 
and young persons from gainful em- 
ployment at too early an age, for too 
long hours, or under conditions classi- 
fied as especially hazardous. The 
Social Service and Delinquency Divi- 
sions study the conditions leading to 
child dependency, neglect, or delin- 
quency and the development of com- 
munity resources for child protection 
and care. They cooperate with state 
departments and public and private 
child-caring organizations in making 
studies, giving advisory service con- 
cerning legislation or methods of ad- 
ministration, helping to promote high 
standards of care, and acting as 
centers of information on subjects 
coming within their fields of work. 

The activities of the Children’s 
Bureau directly concerned with child 
health may be summarized as follows: 

Preparation and distribution of pop- 
ular bulletins —The Bureau has en- 
gaged in this activity from the time it 
was first organized. In 1936 over one 
million copies of its leading bulletins 
for parents were distributed, and the 
sale of Infant Care alone, through 
the Superintendent of Documents, 
totaled nearly 100,000 in 1935, the 
last year for which figures were avail- 
able. These bulletins include Prenatal 
Care, Infant Care, The Child From 
One to Six, Child Management, Are 
You Training Your Child to be Happy, 
and Guiding the Adolescent. A bulle- 
tin on The Child From One to Twelve 
is In preparation. Small popular 
folders are also published, the latest 
being one entitled “The Expectant 
Mother.” All these bulletins are pre- 


pared with the aid of advisory com- 
mittees composed of leading obste- 
tricians and pediatricians. A current 
news summary, entitled “The Child,” 
covering all the fields in which the 
Children’s Bureau is engaged, is 
issued monthly, and a limited amount 
of exhibit material is prepared and 
distributed. 

Current statistics.—T ables on trends 
in maternal and infant mortality, 
based on data furnished by the United 
States Bureau of the Census, are kept 
up to date and available for distribu- 
tion. Monthly statistics of health and 
welfare services are collected and 
compiled for 44 urban areas of 50,000 
or more population, participating in 
the social statistics registration proj- 
ect; these represent 36 per cent of the 
urban population of the United States." 

Research studies —Studies now un- 
der way or recently completed in the 
Division of Research in Child De- 
velopment, with the collaboration of 
the Division of Statistical Research, 
include: 

(a) Studies of newborn and prema- 
turely born infants, and the care 
available to them in certain communi- 
ties (studies in Baltimore and the 
District of Columbia are now under 


way). 

(b) A study of the physical fitness 
of school children, made in New 
Haven in 1934 and 1935, the purpose 
of which is to compare and evaluate 
the various methods of estimating the 
physical fitness and nutritional condi- 
tion of children. 

(ec) Rickets studies to determine 
the relative value of certain antirachi- 
tic substances in the prevention of 
rickets, carried on in Detroit for the 
3 years ended June, 1936. The study 
was made by the Food and Drug 
Administration and the Children’s 
Bureau, with the assistance of the 
Bureau of Chemistry and Soils and 
the cooperation of State and local 
agencies. 

1 Juvenile-court statistics are compiled annually for 


a registration area comprising 30 per cent of the total 
population of the country. 
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(d) A stillbirth study undertaken 
in cooperation with the Sub-committee 
on Stillbirths of the American Public 
Health Association with the collabora- 
tion of 216 hospitals with large obstet- 
ric services. 

Administration of Maternal and 
Child-Welfare Services Under the 
Social Security Act—Two of the 
three parts of the Social Security 
program for which the Children’s 
Bureau is responsible are primarily 
concerned with health. These are the 
services provided, in cooperation with 
the state agencies, for the promotion 
of maternal and child health and for 
the medical and surgical care and re- 
lated diagnostic, follow-up, and pre- 
ventive services for crippled children. 
The first appropriations under the act 
became available February 11, 1936. 
and the first plans developed were for 
the 5-month period ended June 30, 
1936. In 1937 the 48 states, Alaska, 
Hawaii, and the District of Columbia 
are cooperating, through state health 
departments, in the maternal and 
child-health program, and 45 states 
and territories are cooperating in 
providing services for crippled chil- 
dren. The third part of the act for 
which the Children’s Bureau is re- 
sponsible provides for cooperation 
with the state public-welfare agencies 
in the development of community 
services for the protection and care of 
homeless, dependent, and neglected 
children and children in danger of 
becoming delinquent. Forty-two states 
and the District of Columbia are co- 
operating in this program, and plans 
for other states are in preparation. 
The emphasis in all these programs is 
on services for children in rural areas, 
where facilities for child health and 
protection have been less adequate 
than in cities. 

Annual appropriations authorized 
for the three types of services in- 
clude $3,800,000 for maternal and 
child health, $2,850,000 for crippled 
children, and $1,500,000 for child 
welfare. 

Under the maternal and child- 


health program public-health-nursing 
service in the states and in local units 
of government is being greatly 
strengthened, with the assistance also 
of aid through the United States 
Public Health Service for general 
public-health work. The aim is to 
develop a workable plan of adminis- 
tration, whereby all state public- 
health-nursing service will function 
under qualified public-health-nursing 
direction as an integral part of the 
health program and will be extended 
eventually to cover the entire state. 

The state plans for maternal and 
child health, which are submitted to 
the Children’s Bureau for determina- 
ation as to whether they are in com- 
pliance with the requirements of the 
act, are naturally varied, because of 
differences in health needs, resources, 
and possibilities for service. They in- 
clude nutrition programs, dental- 
hygiene programs, provision for post- 
graduate study for nurses and brief 
postgraduate lecture courses in obstet- 
rics and pediatrics for physicians, 
health conferences, midwife training 
and supervision, and preparation and 
distribution of educational material. 
Demonstrations in needy areas and 
among groups in special need and 
cooperation with medical, health, 
nursing, and welfare groups must be 
shown in the plans. 

Several states have employed 
health educators who will cooperate 
with state departments of public 
instruction in outlining the curriculum 
of school-health activities, conducting 
health institutes for teachers in nor- 
mal schools, and correlating school 
health teaching with state and local 
health activities. 

An outstanding need which cannot 
be met with the funds now available 
is provision for medical and nursing 
care at delivery, preceded and fol- 
lowed by adequate antenatal and 
postnatal medical supervision, for 
mothers who are now unable to pro- 
cure adequate care. It is believed 
that more than 200,000 mothers are 
delivered annually by midwives, and, 
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judging from a recent study of the 
distribution of the population in rela- 
tion to the location of approved 
hospitals, roughly 150,000 children 
are born each year to mothers living 
more than 30 miles from a hospital. 
Plans by which these needs may be 
met have been considered by advisory 
committees to the Children’s Bureau, 
and certain recommendations have 
recently been adopted. 

Services for crippled children, under 
the act, include provision for locating 
such children, diagnosing the condi- 
tions from which they are suffering, 
and providing medical, surgical, hos- 
pital, convalescent, and after care. In 
a number of states no public agency 
had been providing services for crip- 
pled children before the plans for co- 
operation under the Social Security 
Act were developed. In others only 
one type of service, such as hospitali- 
zation, was provided. The state plans 
which have been presented have 
shown development of services as re- 
quired by the act and extension of 
services to rural areas and to areas 
showing special need. Although the 
plans have been in operation only a 
relatively short time, very real prog- 
ress in extension of services has been 
achieved, and increased numbers of 
children have been brought under 
treatment. 


Heatta Neepvs or Necro CHILDREN 
AND EXTENSION OF SERVICES 
To THEM 


Other articles have dealt with the 
extent to which Negro mothers and 
children are subject to special health 
hazards that are closely related to the 
environmental and economic handi- 
caps to which so large a proportion of 
these mothers and children are sub- 
jected. Dr. Tandy points out that 
more than a quarter of a million Negro 
infants are born alive each year in the 
United States, of whom more than 
four-fifths are born in the Southern 


states. Two-thirds of the Negro in- 
fants are born in rural areas; one-third 
in cities. 

Midwives attend the births of more 
than half the Negro infants in the 
United States. They attend the births 
of more than three-fourths of the 
Negro infants in the rural areas of the 
South and of about one-fourth of the 
Negro infants in Southern cities. The 
Negro infants born in Northern cities 
are usually delivered by physicians; 
almost two-thirds are born in hos- 
pitals. 

Negro infant mortality rates in the 
United States exceed the rates for 
white infants by more than 60 per 
cent. In certain sections, as the Dis- 
trict of Columbia, Oklahoma, and 
Delaware, they exceed the rates for 
white infants by more than 100 per 
cent. 

The mortality rates for Negro 
mothers are greatly in excess of those 
for white mothers. The maternal 
mortality rate for Negroes in the 
United States exceeds the rate for 
whites by 76 per cent. In Oklahoma, 
Kentucky, the District of Columbia, 
Texas, New York, and Ohio the ma- 
ternal mortality rates for Negro moth- 
ers are more than double the rates for 
white mothers.’ 

Where facilities for child care or 
juvenile protection are available to 
Negro children, the number of chil- 
dren who need such care are rela- 
tively high,’ constituting added evi- 
dence of the importance of extending 
health and social services to all groups 
in special need. 

2 Elizabeth C. Tandy, Infant and Maternal Mor- 
tality Among Negroes. See Chapter VII of this issue. 

3 See, for example, Juvenile Court Statistics, Year 
Ended December 31 1934, and Federal Juvenile Of- 
fenders, Year Ended June 30, 1935, Department of 


Labor, Children’s Bureau. Publication No. 235, 1937, 
pp. 11-16. 
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The research and informational ac- 
tivities of the Children’s Bureau have 
been generally inclusive of children of 
all races. The early infant mortality 
studies of the Children’s Bureau dem- 
onstrated the high rates among Ne- 
groes and the correlation of these rates 
with low income and other environ- 
mental factors. 

All phases of maternal and child- 
welfare work under the Social Se- 
curity program include services for 
Negroes. The period of operation has 
been too short to permit detailed 
statistical analysis either of staff em- 
ployed or of mothers and children 
served, but summaries of state plans 
approved for the fiscal year ended 
June 30, 1937, contain significant in- 
dications of a trend toward considera- 
tion of the special needs existing 
among the Negro population. 

Practically all the states having 
large Negro populations employ Ne- 
gro nurses on state and county staffs, 
although they are not always indi- 
cated separately in the plans and 
budgets. One state has provided 
stipend and travel allowance for a 
Negro woman physician during a 4- 
month public-health course in a state 
university, after which she will be 
employed on the staff of the state 
health department. Another state em- 
ploys Negro dentists and has given 
them stipends for postgraduate study 
in public health at the state uni- 
versity. 

Some examples of other types of 
activity include the following: Nine 
states have made definite provision 
for health-education services in which 
Negroes are included. In states where 
large numbers of mothers are delivered 
by midwives definite provision for 


their training and supervision is being 
made. Alabama, for example, has a 
state nurse-midwife, who, with county 
nurses and midwife club-leaders ar- 
ranges educational programs for the 
monthly meetings of midwives. Dela- 
ware’s plan includes courses of lessons 
to be given at regular intervals by 
the director of maternal and child 
hygiene in an effort to increase the 
knowledge and raise the standards of 
technique of each midwife and to give 
her a higher conception of her obliga- 
tions. These courses will be supple- 
mented by periodic demonstrations by 
the director of public-health nursing 
and by the public-health nurse in 
charge of Negro midwives. In Ken- 
tucky specially trained nurse-mid- 
wives are employed for midwife train- 
ing, which will include actual bedside 
delivery by the midwife under the im- 
mediate supervision of the state 
nurse-midwife. In Maryland, also, a 
special demonstration in maternity 
care is planned for a county in which 
50 per cent of all births and more than 
80 per cent of births among Negroes 
are conducted by midwives. In Missis- 
sippi two itinerant Negro public- 
health nurses are employed to give 
full-time service to midwife instruc- 
tion and supervision. 

Special local demonstrations pro- 
vided for in the state plans include a 
demonstration prenatal and_child- 
health clinic in an area in the District 
of Columbia, selected because of its 
large Negro population and_ high 
maternal death rate, in which a Negro 
obstetrician will be employed, and a 
somewhat similar demonstration clinic 
in Savannah, Ga., which will serve 
both the Negro and the white popula- 
tion. 
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Various types of provisions for 
service to Negroes are included in the 
North Carolina program. Three ma- 
ternity and infant centers are planned 
in an area with a population of 40,000, 
one-third of whom are Negroes. The 
chief objective of these centers is 
education in maternal and infant care. 
Negro attendants are employed on 
the state staff to assist in the oral- 
hygiene program of education. and 
service to indigent children. Ninety 
clinics are planned for midwife in- 
struction. 

A project in which the United States 
Children’s Bureau has been especially 
interested has been the development 
of postgraduate educational courses 
for Negro physicians in the South. A 
Negro pediatrician, Dr. Walter H. 
Maddux, has been employed by the 
Children’s Bureau for this work and 
has been loaned to the state Depart- 
ment of Health of Mississippi. Since 
August 15, 1936, he has been giving 
lectures and demonstrations in pedi- 
atrics and obstetrics throughout the 
state under arrangements made in 
cooperation with the Mississippi Med- 
ical and Surgical Association. Forty- 
three of the 56 Negro physicians of 
the state have been enrolled for the 
courses, with an attendance record of 
92 per cent. Numerous lectures to lay 
groups have been given also, with a 
total attendance numbering almost 
5,000. Dr. Maddux is assisting in the 
training of Negro midwives. Later he 
will be available for similar services 
in other states. 

One of the many letters which have 
come to the Mississippi State Board 
of Health from physicians attending 
Dr. Maddux’ courses reads in part as 
follows: 


I sincerely hope that this work will be 
continued, as in my opinion it fills a dire 
need in this state, and particularly among 
my own people. To attend the lectures it 
was necessary that I go one hundred miles 
on an average each night, but I hated to 
miss the meetings and made these journeys 
each night and have no regrets for the time 
spent. In fact I was greatly benefited. 


Detailed information concerning 
the extent to which Negro children 
are benefiting from the program of 
services to crippled children is not yet 
available. 

The Advisory Committee on Serv- 
ices for Crippled Children, at its 
meeting on October 9-10, 1936, rec- 
ommended that ‘these services for 
crippled children under the Social 
Security Act should be extended to 
children without regard to race, 
creed, or color.” A similar statement 
is found in a number of state plans or 
is implied in the definition of ‘crippled 
child” as given in the plans. Plans for 
a number of Southern states mention 
specifically that services are extended 
to Negro children, with medical and 
surgical care given in approved hos- 
pitals which are equipped to serve this 
group. 

The medical field consultants of the 
Children’s Bureau report that services 
are being extended to Negro children, 
although facilities are by no means 
adequate for the care of either Negro 
or white children. Annual reports pub- 
lished by official agencies in certain 
states also indicate that Negro chil- 
dren are receiving care. 

Under the child-welfare-service pro- 
gram for the protection of dependent, 
homeless, or neglected children or chil- 
dren in danger of becoming delin- 
quent, a Negro social worker on the 
staff of the United States Children’s 
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Bureau is available for special serv- 
ices on request of state agencies. In 
certain states Negro workers with 
special training or experience in child- 
welfare work have been employed, or 
are to be employed, on the state staff 
or on county staffs for work among 
Negro children. In most states with 
large Negro populations white social 
workers are serving both white and 
Negro children. 

The social security program is still 
in its beginning stage of organization. 


Problems made especially acute by 
the economic and social handicaps 
among Negroes and other groups of 
the population will receive increasing 
attention as the time and energy of 
federal and state staffs can be devoted 
to consideration of the content of the 
program and the most effective ways 
by which service may be extended to 
those most in need and to methods of 
community organization for preven- 
tive effort that will tend to raise the 
general standards of child care. 
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CuHaPpTerR XXIII 


THE NEGRO HOME AND THE HEALTH EDUCATION PROGRAM 


M. O. Bovusrie.p, M.D. 
Director of Negro Health, Julius Rosenwald Fund, Chicago, Illinois 


Problems in health education in- 
volve the answers to questions con- 
cerning the audiences to be reached, 
what to carry to these audiences, and 
how best to present it. In considering 
these fundamental principles, we are 
brought face to face with the question 
of why the enormous mass of informa- 
tion at our disposal fails to reach an 
appreciable portion of the public. 
There are thousands of public health 
officials and workers, teachers and 
school officials, all of whom profess 
an interest in health education, and 
whose business it is to guide the health 
habits of the nation. Why do we not 
find better health conditions in our 
homes? Is it a matter of organization? 


RESOURCES 


There are about 1,250,000 teachers 
in our schools, and certainly an equal 
number of other folk who are con- 
cerned with their administration. In 
Illinois, for example, outside Chicago, 
there are a greater number of school 
board trustees in the State than there 
are teachers! It is safe to say that at 
least 1,500,000 people in America are 
in some way connected with our edu- 
cational system. There are over 
1,000,000 doctors, nurses, public 
health people, hospital superintend- 
ents, hospital orderlies, and what 
have you, in the United States, con- 
tributing in some way to health serv- 
ices. These figures are impressive and 
become more so in the light of the in- 
tensive organization of these groups 


into national, state, local, and even 
international associations. 

The federal government sponsors a 
United States Public Health Service, 
a United States Children’s Bureau, 
and a United States Office of Educa- 
tion. Every state has a department of 
health, as well as a department of edu- 
cation. At least 600 counties in the 
United States have fully organized 
health departments, and the number 
is increasing with federal aid. Prac- 
tically every county in the country 
has a superintendent of education. 
Finally, every city of any size has its 
municipal health and educational or- 
ganizations. These are governmental 
organizations, concerned with the ad- 
ministration of health and educational 
programs, spreading a great web of 
supervision over the country. 

Nor is this all. There are the volun- 
tary associations in health and in edu- 
cation. They follow the pattern of the 
official groups in being organized into 
national, state, county, and municipal 
units. The listing of less than twenty 
national, non-governmental, volun- 
tary organizations, either in medicine, 
or education, would be sufficient not 
only to cause raised eyebrows, but 
would bring forth a query as to why 
one would omit this or that associa- 
tion. In the classified list of Educa- 
tional Periodicals, issued by the De- 
partment of Superintendence of the 
National Educational Association 
(now the American Association of 
School Administrators), there are at 
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least 500 current journals and periodi- 
cals representing educational and 
health agencies. Here, then, are 
thousands of people in specialized 
groups who, because of the nature of 
their work, must have an interest in 
health education. Almost every medi- 
cal group makes provisions for an 
educational program and every school 
system pays some attention to health. 
All of them give lip-service to the 
cause. 
PROBLEMS 

The medical group has the infor- 
mation and the educational group has 
the teaching technique. The big diffi- 
culty has been that too few of either 
educators or doctors are equipped 
with both these necessary assets. 
Medical schools make no provisions 
for giving their graduates pedagogical 
instruction. Public health nurses, who 
are important factors in promoting 
health education, receive little or no 
instruction or practice in educational 
methods during their training courses. 
Teacher-training schools are equally 
deficient in the matter of giving health 
instruction to their students. It is, 
therefore, easy for educators to feel 
that the doctors are responsible for 
the health of the people and for doc- 
tors to leave teaching methods to the 
teachers. Nothing but confusion could 
be expected to result from such poor 
preparation for a job which demands 
this dual training. 

Attempts have been made to over- 
come this unfortunate impediment. 
The most important has been a joint 
effort of the National Educational 
Association and the American Medi- 
cal Association. These two organiza- 
tions set up a Joint Committee on 
Health Problems, and, on February 
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28, 1922, began work on the prepara- 
tion of a program of health education 
for public schools and teacher-training 
institutions. Associated with this com- 
mittee was a Technical Advisory 
Committee of educators, physicians, 
educational psychologists, dentists, 
nutrition experts, physical educators, 
biologists, and public health experts, 
In addition, a ‘Technical Committee 
of Twenty-Seven” was appointed for 
the preparation of the report. The 
people chosen for the work are well 
known and competent in their various 
fields. The first edition of ‘Health 
Education” was prepared and printed 
in 1924. Rapid advances in education, 
health knowledge, and the medical 
sciences made revision necessary and, 
in 1930, a second report was prepared 
by an enlarged committee and has 
gone through a third printing. This 
comprehensive and authoritative vol- 
ume, of about 250 pages, is well 
written in non-technical language. 
To add to the confusion, misunder- 
standing, and ineffectiveness of our 
school health programs, the greatest 
effort is being placed where the least 
effective results can be expected. 
Little children in the lower grades are 
incapable of absorbing much of the 
health teaching which is now placed 
before them. Yet they get the bulk of 
our efforts. As we proceed above the 
elementary level, we find the time de- 
voted to health teaching decreasing, 
until in the colleges there is almost 
none at all. In the secondary schools 
health teaching of a fairly compre- 
hensive sort is possible. In colleges 
and universities where any health 
work is done it usually consists of a 
fairly well functioning student health 
service—most often without educa- 
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tional features. Some of the elaborate 
projects and charts arranged for little 
children are ridiculous. At the most, 
the child gets daily classroom instruc- 
tion in health for only about twenty 
minutes. The teacher has little oppor- 
tunity to supervise his health habits. 
For example, the child is taught to 
wash his hands before lunch. In even 
the largest of our grade schools in the 
cities, there are often no provisions 
for such wholesale handwashing. In so 
far as supervision of health habits at 
home is concerned, that is entirely 
out of the question. If parental habits 
do not conform to those taught by 
the teacher, the child can do nothing 
about it. He must eat what the family 
eats and drink whatever they drink. 
His work, play, and rest depend upon 
the family pattern for these things. 


NEED oF ADULT TRAINING 


Practically our entire population 
has reached adult life without having 
had even the rudiments of preventive 
medicine presented to them. The 
meaning of sewage disposal, safe 
water supply, clean milk, safe meat, 
pure canned foods, the sanitation of 
food handlers, and other elements of 
a community health program, are just 
beginning to be reasonably well ap- 
preciated by the public. The place of 
the individual, and his personal re- 
sponsibility to help protect the com- 
munity’s health, is far less realized. 

The family is the unit of com- 
munity life. A program planned for 
community health should be so 
planned as to reach the home. Parents 
and householders make up the au- 
dience which the health educator must 
reach. When health habits are bad, 
they represent wrong living within 


the family. Health education is slowed 
up by an inability to reach the very 
people for whom the message is in- 
tended. At present, the health depart- 
ments have no effective means of 
getting into the home. “Word of 
mouth,”’ bulletins, pamphlets, radio 
and newspapers are ‘‘hit-and-miss”’ 
devices. 

New methods must be found for 
reaching people if health education is 
to become an effective factor in pro- 
moting the cause of preventive medi- 
cine. It will take a real leader to as- 
semble all the available forces and 
train our ammunition on more spe- 
cific objectives. It is possible to build 
such an organization on a national 
scale. The continuation of local efforts 
will leave the confused situation we 
find today in our schools and health 
departments. 


IMPORTANCE OF THE SCHOOL 


Peters says, ‘There is no type of 
training that one needs for success in 
any aspect of life that is not the 
school’s proper concern. It is not its 
privilege to draw itself up within the 
limits of a traditional curriculum and 
say ‘these other things do not belong 
to me.’ If they pertain to fitness for 
effective living, whether related to 
health, wealth, sociability, knowledge, 
beauty, or righteousness, and if they 
can be improved at all through train- 
ing, they do belong to the school.” 

The public school system is too im- 
portant a factor in the community not 
to be used in programs for the general 
health. It is surprising to examine the 
curricula of our schools and find that 
such teaching as is done is not only 
inadequate, but confused. Recogni- 
tion of the place health occupies in the 
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objectives of secondary education has 
been given by the Commission on the 
Reorganization of Secondary Educa- 
tion as follows: 


. Health 

. Fundamental Processes 

. Worthy Home Membership 
. Worthy Use of Leisure 

. Civic Participation 

. Ethical Character 

. Vocation 


In spite of the repeated statement 
of these principles, with health in 
first place, there appears to be great 
difficulty in getting health into the 
curriculum. This may be true because 
the subject matter is often too highly 
technical for school teachers. The 
combination of individual and com- 
munity causes and effects add to the 
difficulty of handling health in a regu- 
lar school course. At any rate, it has 
never got fully into the picture and 
continues to hover about as an un- 
welcome spectre in every educational 
system. There is no doubt as to its 
recognized need, forty states having 
passed laws requiring the teaching of 
physiology and hygiene in the schools, 
but no program which is producing re- 
sults has come of it. It would appear 
that, with reference to community 
health programs, getting into the 
home is highly desirable, but with 
reference to a successful health educa- 
tional program in the schools, it is 
imperative, either to get into the 
home first or in a cooperative program 
worked out along with the school 
effort. 

Is it pertinent to ask how much 
education in the care of the body is 
possible for the general public? When 
isa man “health educated’”’? What are 
the limitations of responsibility of 
health educators in this field? Indeed, 
who knows exactly what a man, 
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woman, or child most often wants to 
know about the care of the body. If 
this information were at hand, we 
could take advantage of a natural 
motivation already existing. 


NATIONAL ORGANIZATION AND 
FEDERAL LEADERSHIP NECESSARY 
FoR Reau ATTACK 


Two or three million people make 
up an army worthy of a real general. 
The job is to organize this army for 
effective fighting. It is quite unlikely 
that any agency other than one under 
federal auspices is prepared for such 
a task. The United States Public 
Health Service and the United States 
Children’s Bureau are such agencies. 
Always well informed and highly re- 
spected among medical men, and es- 
pecially public health authorities, 
these organizations have gained in 
importance with the passage of Social 
Security legislation. To their pro- 
fessional standing there is now the 
added prestige and power of allocat- 
ing federal funds to the several states 
for the development of county health 
organizations and programs. These 
organizations have shown a disposi- 
tion to work together and should have 
associated with them, as a natural 
corollary, the United States Office of 
Education. The agitation for federal 
funds for developing education is 
likely to be successful, and, if so, it 
will materially strengthen this office. 
If these departments of our federal 
government will cooperate in setting 
up programs and choosing the true, 
important, useful, and appropriate 
health facts, either within their own 
organizations, or by the means of ad- 
visory groups, a program for national 
use can be set up. These national 

















0 
If 
re 
al 








THE NEGRO HOME AND HEALTH EDUCATION 517 


agencies are acquainted with methods 
of gaining the attention and coopera- 
tion of the several states. They can 
function through these new channels 
to reach the public. 

The school, or any other equally 
effective community agency, can never 
be fully utilized in a health educa- 
tional program unless organized for 
that purpose on a state-wide basis and 
in cooperation with the health au- 
thorities. 

The federal agencies should assume 
responsibility for widespread pro- 
grams in all branches of health teach- 
ing and for generalizations in organ- 
izational methods for making these 
programs effective. The state authori- 
ties, in turn, should refine these sug- 
gestions to meet their geographical 
and racial situations. The specific pro- 
grams of organization must become 
the direct responsibility of local health 
and educational directors. It is their 
business to assemble the local re- 
sources and take the lead in arousing 
community leadership, and in break- 
ing down their organizations into de- 
centralized units on a community, or 
school basis, for the purpose of reach- 
ing parental groups. ‘Thus we may 
create a new and effective channel, by 
means of which an orderly attack may 
be made by several thousands of 
health workers who now mill about in 
confusion. Here are sources of health 
content and method, to which is 
added the implementation of federal 
funds which can bring order to the 
confused groups concerned with pre- 
ventive medicine. 

The failure of the National Edu- 
cational Association and the Ameri- 
can Medical Association to accom- 
plish this purpose is not due to in- 


ability to formulate programs. It is 
due to their lack of authority to do 
anything about it after the programs 
are made. The Public Health Service 
in cooperation with the Children’s 
Bureau can pass its plans down to the 
different state health officers, who in 
turn can reach the county and mu- 
nicipal health departments. The Office 
of Education should be able, in the 
same manner, to reach state, county, 
and local departments of education. 
Within the states these two depart- 
ments of health and education can be 
brought to cooperate until even in the 
rural neighborhoods there will be a 
sound, teachable program. 

There is no better, nor no more 
widespread, medium for community 
organization than the school. Bobbitt 
long ago pointed out that educational 
experiences must take place where 
they can be normal. Frequently this 
is not in the school room. This is es- 
pecially true with reference to health 
habits. They must be taught in the 
home! We must organize parents 
about the school and go in for an in- 
tensive effort of parent education. 
Mothers are doing a much more com- 
prehensive job of health education 
today than are the rest of us. 


COMMUNITY ORGANIZATION 


In larger communities and cities, 
the initial methods of reaching par- 
ents undoubtedly will differ. The 
method is not as important as is the 
ultimate formation of parent groups. 
It may be impracticable for the 
teacher in our large cities to assume 
the function of organization which 
may be much better done by the 
school nurse, the truant officer, a 
social worker, or a member of the 
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parent teacher’s association, or other 
available groups. Generally there are 
many civic organizations in our cities 
which might well add health educa- 
tion to their present programs. Free 
use should be made of these groups. 
Rotary, Kiwanis, Lions Clubs, cham- 
bers of commerce, parent-teacher or- 
ganizations, and neighborhood im- 
provement clubs are examples. Cen- 
tral direction will result in having all 
agencies in the community working 
toward a common objective. 

In a rural community, there may 
be special problems because there are 
fewer resources. The territory is large 
and the professional personnel lim- 
ited. Here, the teacher must do the 
organizing work herself, and sufficient 
time should be given for her to com- 
plete the job. This might require a 
half-day for six or eight weeks, de- 
pending upon the size of the territory 
of which the school is the center, the 
number of people to be seen, and such 
special difficulties as might arise. 
Meetings of these groups may be held 
outside the schools if other places are 
at all available. A sufficient reason 
for this would be the discomfort of 
adults in attempting to accommodate 
themselves to seats suitable for little 
children. Sometimes, greater responsi- 


bility of leadership will result, if the 
project is kept slightly removed from 
the school. Nothing short of a com- 
plete organization should be con- 
templated, with constitution and by- 
laws, officers elected, and time of 
meetings chosen. The teacher should 
not accept office as president or chair- 
man of the committee. It may be im- 
portant to have her serve as secre- 
tary. When her parents are organized, 
she places the group at the disposal 
of the county health people. If there 
is no county health organization, 
much less will be accomplished. 

Health education is a relatively 
new subject. The plans outlined here 
take into consideration one special 
and important audience to be reached: 
an audience of such importance that 
once won will make all the rest easier. 
The ideal combination is a set-up 
with medical groups for content and 
educational officials for methods. 
Good teaching depends upon good 
teachers. But even a good teacher 
must have simple, practical lesson ma- 
terial available here as elsewhere in 
our educational systems. I leave con- 
sideration of these problems to our 
federal specialists and their advisors, 
but not without a profound respect 
for their importance. 
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HEALTH WORK IN SCHOOLS FOR NEGROES 


JaMEs FrepERICK Rogers, M.D., Dr. P.H. 
Consultant in Hygiene, U.S. Office of Education, Washington, D.C. 


The conditions and activities di- 
rected at preserving and improving 
the health of the teacher and pupil of 
Negro schools do not differ from those 
of other schools. Fundamental to 
securing such conditions and the de- 
velopment of such activities is a more 
than passive interest on the part of 
local school officers and any sugges- 
tions here made will come to naught 
without such an interest as will cause 
them to be carried into practice. In 
how far they may be put into effect 
will depend on circumstances but the 
fact that an ideal program cannot be 
developed should not discourage those 
interested in doing what they may in 
this direction. Because we have only 
one talent, spiritual or material, to 
expend along this line, is no excuse for 
burying that talent. It is, of course, 
desirable to house teachers and 
scholars in model buildings and to 
have the assistance of specially trained 
workers in the field of health but 
after all, the production and preserva- 
tion of healthful school conditions 
and activities aimed at promoting the 
health of pupils must center in the 
teacher and must be aided by the 
parent, if anything worth while is to 
be accomplished. 

Health departments throughout the 
country are interested in the health of 
school children and though these de- 
partments may be greatly limited in 
funds and personnel they are most 
willing to give of what they have to 
give. 


Sources oF INFORMATION 


Granted that the principal or 
teacher of a school for Negroes must 
rely chiefly on his own resources and 
that his training along lines of school 
hygiene has been limited, he may need 
to have pointed out in some detail the 
possibilities of his position. 

He may have no access to books, 
but from state or federal bulletins and 
from inexpensive survey forms he will 
obtain hints as to possibilities of im- 
provement which, with the help of 
parents and pupils (whom he has with 
him always), he may be able to carry 
out. To begin with, therefore, he 
should, if there is no local supervision 
of school health work, apply to his 
state departments of education and of 
health or to the federal departments 
in these fields for such literature as is 
available. 


Tue ScHoot PLANT 


First and foremost there is the 
matter of undesirable conditions in 
the school outfit which may contrib- 
ute to illness or injury of the child. 
It goes without saying that such con- 
ditions should be reduced to a mini- 
mum. 

The teacher will, for his own sake 
if not for that of others, find out 
whether the water supply of his school 
is safe and safely handled. 

Fires destructive of property and 
sometimes of life are all too common 
and they are most likely to occur in 
old and decrepit buildings. Precau- 


519 











520 THE JOURNAL OF NEGRO EDUCATION 


tions in the way of inexpensive patch- 
ing of flues, the use of a few cents’ 
worth of asbestos, or less slovenly 
housekeeping in the region of the 
furnace or stove may save a life or a 
school. Parents or older pupils who 
may assist in making such improve- 
ments receive thereby a lesson which 
is likely later to be put into practice 
in the home. 

Teachers and children live best and 
work best when comfortable; and 
many a school room may be made 
more livable by a few trowels of 
cement in the chinks of the founda- 
tion, or a strip of plaster board over 
the hole where cold air as well as a 
stray cat may find its way into the 
room. There is also a saving of coal or 
wood by such procedure. Because a 
school may often be uncomfortably 
cold does not mean that it cannot 
sometimes be too warm for the best of 
work. But it is not difficult to check 
fires or to let in outside air (with due 
regard to protection against drafts). 

School work cannot be done with- 
out light, nor well done without 
plenty of it. Many, if not most, school 
rooms are poorly illuminated and very 
often because of faults which may be, 
in part at least, easily remedied. Dirty 
windows shut out light and their fre- 
quent cleaning (by pupils if no janitor 
is available) is health instruction by 
example as well as a means to better 
reading or figuring. Sooty walls, or 
dark colored walls, are even more a 
source of loss of light in school work 
and with the help of a few cents’ worth 
of whitewash and a few hours of labor 
by parents (a few minutes for each, 
if the work is divided) one can make a 
marked improvement. 

Seats that lift the child’s knees too 





near his chin may be changed by stray 
blocks of wood fastened under the 
supports and seats that allow his legs 
to dangle will be more comfortable if 
a board is placed under his feet. 

“What cannot be cured must be 
endured” but these and many other 
unsatisfactory school conditions can 
be greatly improved if we will only go 
about it. 


COMMUNICABLE DISEASE 


The medical inspection of school 
children had, as its first object, the 
reduction in communicable diseases of 
all sorts. But the appointment in 
1894 of fifty ‘“‘medical visitors” in the 
schools of Boston did not mean that 
they were to make the inspections of 
the children, for this was done by the 
classroom teachers. The physicians 
were only expected to approve or dis- 
approve the judgment of the teacher 
just as they approve or disapprove 
the opinion of a parent who thinks 
his child has the itch or the mumps. 
Physicians and nurses, even if they 
are a part of the school personnel, are 
not present at every session and from 
the beginnings of medical inspection 
to the present, the teacher has been 
essential to the control of infections, 
for the development of diseases does 
not await the visit of the school 
physician or nurse and, as a medical 
member of the White House Confer- 
ence committee remarked, ‘‘the 
teacher is the keystone of medical 
inspection.”’ She is not expected to 
know whether a child has influenza or 
indigestion but she knows when a 
child exhibits those general signs 
and symptoms which indicate an 
acute illness which may possibly be 
communicable. If there is no nurse or 
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physician to consult, the teacher can 
see that the child is safely conveyed 
or escorted to his home until he is in 
condition to be in school and no longer 
a possible source of danger and of loss 
of school days to his fellows. 


DEFECTIVE CHILDREN 


Most children have average or 
normal vision and hearing and are 
otherwise in as good condition as our 
present knowledge and practice of 
hygiene permit, but we seem to for- 
get that there is always a small per- 
centage who do not measure up to 
this average of health and perfection. 
It does not require any special train- 
ing on the part of the teacher to 
recognize that a child cannot see or 
cannot hear as most children hear or 
see and that hence he is hampered in 
school and elsewhere because of such 
shortcomings. If there is a school 
doctor or nurse such a child should 
be brought to their attention but, 
because there is no such official, the 
teacher is no real teacher if she folds 
her hands in the matter. Even if she 
cannot interest the parents in trying 
to find out whether the child needs 
special attention, she can at least 
place a partially blind child where he 
can best see the blackboard and a 
hard-of-hearing child where he can 
hear best and watch the lips of the 
teacher. By securing the treatment of 
physical defects, or of chronic dis- 
eases, she will do more for the child 
than by spending hours over lessons in 
geography or mathematics. Always 
the teacher should direct the parent 
or assist him in obtaining examina- 
tions and treatment by reliable pro- 
fessional sources. 
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HEALTH INSTRUCTION 


If health is our ‘first objective” in 
education, every teacher will find time 
and place for instruction suitable to 
the age and experience of the child 
in the practices which make for 
health. We run into difficulties here 
for such practices must be carried on 
chiefly in the home, but lessons 
taught at school are taken home and 
often influence the practices of par- 
ents. Primarily, feeding is the most 
fundamental of health activities and 
the tactful suggestion of desirable 
diets may be acted upon. School 
lunches often can be improved by the 
hints of teachers and by the example 
of other pupils. The management of 
the school lunch period can be made 
a feature of practical health instruc- 
tion, not only by way of food and 
feeding but in the matter of cleanli- 
ness and of service. The essentials for 
health instruction and suggestions for 
school lunches are furnished in state 
and city courses of study and in 
inexpensive publications from other 
sources. For practicing cleanliness, 
water poured from a pitcher, soap, a 
paper towel and a paper napkin are 
hardly so costly an equipment as to 
be prohibitive, if there is no better. 

Instruction in hygiene should be 
especially thorough in the high school 
grades. The courses in home eco- 
nomics are likely to be of such a na- 
ture but those labeled biology or gen- 
eral science (while containing some 
material on human physiology and 
hygiene) are insufficient. In Grades 
XI and XII the student is ready for 
a full appreciation not only of what 
can be done to preserve and improve 
his own health but also of what can 
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be done in the home and by society 
to make life safer and saner. For a 
more detailed statement of what 
would seem desirable in the way of 
a curriculum and the preparation 
needed by the instructor in hygiene 
in high schools, the reader is referred 
to a recent publication of the Office of 
Education, Pamphlet No. 43, Health 
Instruction in Grades [X-XII. 


RECREATION 


Fortunately the child has always 
had in himself, in his companions, in 
sticks and stones and a few easily 
made objects, means of play, indi- 
vidual and social, and any real 
teacher will be interested in the pro- 
motion of, and perhaps participation 
in, the games from which the child 
acquires more neuromuscular skill and 
more lessons in behavior than we 
suppose. 


Scuoot AND HoME 


The need for sympathetic under- 
standing between teacher and parent, 
if we are to get far in preserving or 
improving the health of the child, 
has already been mentioned but it 
should be again emphasized. The 
parent is interested above everything 
in the health of his child and should 
respond to the not-too-officious in- 
terest of the teacher in the child’s 
physical as well as mental welfare to 
the extent of doing what he can to 
help improve school room conditions, 
and the condition of the child along 
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such lines as have been pointed out: 
PROFESSIONAL ASSISTANCE 


It is unlikely that no professional 
service will be found available either 
in rural or urban districts. There are 
usually county and city health de- 
partments, Red Cross nurses, agen- 
cies especially interested in finding 
and treating the tuberculous, and 
there are local medical and dental 
societies. It is the business of the 
principal or teacher to learn what 
agencies exist and what they are able 
to do for the schools and for school 
children. 

We have been concerned in this 
article in making the most of things 
as they exist. Those who may be in- 
terested in special professional per- 
sonnel, organization, and equipment 
for school health work will find these 
matters detailed in publications of 
the White House Conference, of this 
Office and of other Public Health 
agencies. Hasten the day when our 
school buildings and our staff of spe- 
cialists for school health work are all 
that we would like them to be, but 
whether or not a school or a school 
system has its own doctors or dentists 
or nurses or hygienists, a very great 
deal can be done for the health of the 
child for always the most important 
agents are the classroom teacher and 
the parent, and these are never miss- 
ing. What is accomplished will depend 
most on the interest and intelligence 
of the teacher. 

















le 








CuapTreR XXV 


HEALTH EDUCATION IN NEGRO PUBLIC SCHOOLS 


Wivrrep B. Natuan, Pu.D. 
Professor of Education, Atlanta University 


In his address to the delegates of 
the National Negro Health Confer- 
ence in 1915, Booker T. Washington 
said: ‘The future of the race depends 
on the conservation of its health.” 
It is easy to understand the wisdom 
of such a statement, for indeed, the 
future of any race and the whole 
human race depends on good health 
conservation. However, the above 
quotation, made by the most famous 
of Negro educators, champions the 
existence of this article. 

Studies in health problems of the 
Negro should involve a consideration 
of the social and geographic condi- 
tions under which he lives. Poverty, 
poor housing, lack of medical services 
along with prejudice and ignorance, 
account in a large measure for the 
health plight of the Negro. The great 
mass of the Negro population is still 
concentrated in the rural sections of 
the South where even the barest 
necessities of life are extremely diffi- 
cult to obtain. 


Tue Nearo’s Masor 
HeattH PROBLEMS 


The special health problems of the 
Negro involve tuberculosis, venereal 
diseases and infant and maternal 
mortality, most of which may be 
traced back to either ignorance or 
poverty. 

Careful investigations and inten- 
sive study have exploded the one- 
time theory that the Negro race is 
essentially a physically weak race, a 


statistician of the Metropolitian Life 
Insurance Company concluded.' 

The Negro death rates for practically all 
diseases in the prevention or cure of which 
care and sanitation are of paramount im- 
portance are much higher than among the 
whites, but this does not prove that the 
Negroes are inherently more susceptible to 
such diseases. It is probable that their high 
death rate is due more than anything else 
to poverty, ignorance and lack of medical 
care. 

Perhaps the best index we have of 
the health standards of any commu- 
nity is the infant mortality rate. It 
has been ascertained for many years 
that the infant mortality rate of 
Negro children is excessively high 
when compared with that of the 
whites. No doubt, this high infant 
mortality rate can be directly attribu- 
ted to the illiteracy of the parent, the 
lack of pre-natal and post-natal care, 
and the absence of proper medical 
care during the crucial stage of preg- 
nancy. 

According to reports of state de- 
partments of health in Southern 
states, “fewer than one-third of the 
Negro births are attended by physi- 
cians, the other two-thirds or more 
being attended by midwives or have 
no attendance.’ 

It is true that the types of service 
which Negro families need through 
the schools, social service organiza- 
tions, public health measures, private 
physicians, as well as philanthropic 


1 Louis I. Dublin, The Health of the om anata, 
Political and Social Science, 140: 77-84. N 192 

2 Child Health Problems. Nashville: Julius , a 
wald Fund, 1924. 
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agencies interested in child salvaging, 
are not available. 

The tuberculosis death rate is an- 
other fair index of the health status 
of the race as it is known that tuber- 
culosis is a disease that attacks the 
impoverished classes of society. The 
figures in 1930 showed that the tuber- 
culosis death rate of Negro children 
in the lower elementary grades (5 to 
9) was 5 times greater than that of 
the white group. From the ages of 10 
to 14 they reached the alarming pro- 
portion of 9 times greater than the 
whites of this same group. A decrease 
is noted in groups 15 to 19 and 20 
to 24 which was 6 times and 4 times 
greater respectively than the whites.* 
Of great significance was the fact that 
Negro girls of college age in 1930 ex- 
hibited the highest rate on record, 
398.1. The rate for Negro girls of jun- 
ior high school age was greater than 
that of boys in the same category. It is 
also worthy to note that the death rate 
for white girls of junior high school 
age was practically double that for 
white boys.‘ In 1928 Dr. Eldridge 
Sibley of the Tennessee Department 
of Health reported that the tubercu- 
losis death rate of Negro children in 
that state was 10 times greater than 
that of whites. The rate of 270.3 was 
most unfavorable when compared 
with the rate of 94.4 for whites. Since 
that time, however, a program to cor- 
rect this high differential mortality 
rate has been in progress in this state. 


THE FAMILY 


In order to get at the root of the 
health problems in the Negro public 
schools, we must carefully consider 





3 Ibid. 
4 Ibid. 





the pupils, their sources and resources, 
their parents, and the homes from 
which they come. The majority of 
these pupils in the Southern states 
come from rural homes such as those 
described in Charles S. Johnson’s 
Shadow of the Plantation, wherein are 
drawn many vivid pictures; pathetic, 
but true. Most of the parents are 
illiterate; unable to read or write 
their own names. Housing conditions 
are poor, sometimes only two or three 
rooms accommodating families of 
from five to twenty.’ One woman 
when asked if it leaked in her house 
replied, ‘‘No, it don’t leak in here, it 
just rains in here and leaks outdoors.” 
Another commented, ‘‘My house is so 
rotten you kin jist pick up the boards 
in your hand and crumple ’em up.” 
These are typical examples. Many of 
the houses are built without windows, 
with no supply of water near by and 
no provisions for bath or lighting. 
Such dwellings make a dreary un- 
healthy setting for children. The over- 
crowded conditions leave no room 
for privacy or pride or any sense of 
beauty. Their diet consists mostly of 
salt pork, cornbread, and syrup or 
sorghum. Vegetables are seldom eaten. 
Milk is sometimes used but only a 


few have cows. Morals are almost 


unknown; therefore, the unmarried 
mother is a common spectacle. For 
the most part midwives are employed 
at childbirth rendering unscientific 
medical care that is the cause of 
many unhealthy, deformed children. 

The absence of adequate medical 
and health services to Negro families 
may be attributed to (1) an utter 
lack of proper education to see and 





5 Charles 8S. Johnson, Shadow of the Plantation. 
Chicago: The University of Chicago Press, 1934. 
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appreciate such services, and (2) the 
low economic status of Negro com- 
munities, particularly the farm dis- 
tricts which offer no inducement to 
the private practitioner to spend his 
time in caring for the underprivileged. 

As a result, there is an insufficient 
number of medical men, nurses, 
health and social workers to bring 
the knowledge of health and good 
living to these communities. Until 
such time as we can see and appreciate 
a program for the expansion of medi- 
eal services to these backward com- 
munities, the help which they should 
obtain will always be lacking. 

An effective program of health and 
physical education must reach and 
influence the home life. It has been 
suggested by some authorities that 
one of the best ways to meet this 
situation would be to appoint Negro 
nurses to the county health unit or 
some other designated organization. 
Such persons should be well prepared 
with training extending beyond the 
mere routine of nursing. 

The community health program for 
Negroes calls for protection against 
all forms of transmittable diseases 
for all members of the population. It 
is practical and wise to expend the 
means necessary for this protection. 


Sanitation, medical care, public health’ 


services, slum clearance, adequate 
educational facilities, economic and 
social welfare, the rigid enforcement 
of sanitary and housing laws, a posi- 
tive planning for the control of 
venereal diseases, the liquidation of 
prostitution, and a more sensible atti- 
tude toward prohibition and crime, 
will immeasurably assist in the im- 
provement of health conditions among 
Negro families and children. 


PusBuic SCHOOLS 


The legislatures of the Southern 
states have passed laws or acts pro- 
viding for health and physical educa- 
tion and the training of pupils in 
the common state and other public 
schools. These laws are aimed to in- 
sure cooperation between the educa- 
tional and health authorities of the 
state and usually describe the meth- 
ods to be used in carrying these provi- 
sions into effect. A study of these pub- 
lications reveals that the general objec- 
tives of health education as prescribed 
for the common schools in the South- 
ern states consists in the following: 

1. Protection of the individual and 
community health. 

2. Promotion of the health and physi- 
cal fitness of the individual. 

3. To safeguard not only the indi- 
vidual’s physical fitness, but that 
of his associates as well. 

4. To develop the health of the indi- 
vidual so that his physical and 
mental abilities can be used to the 
best advantage. 

5. To teach the reasons for ventila- 
tion, proper heating and lighting, 
physical instruction and sanitation. 

6. To develop the right tastes and 
sound judgment in such matters 
as food, clothing, shelter and exer- 
cise. 

7. To make health practices habitual. 


Numerous methods and devices are 
to be utilized in order to obtain the 
best results from the program of 
health instruction. Projects, songs, 
dramatizations, poster-making, charts, 
games, health plays, health scrap- 
books, health clubs, socialized recita- 
tions, health bulletins, experiments, 
demonstrations, field work, health 
drills, and the question box are some 
of the many devices which are recom- 
mended by many of the departments 











526 THE JOURNAL OF NEGRO EDUCATION 


of education in bringing knowledge of 
health and healthful living to stu- 
dents and parents. 

A study of the prospectus of some 
departments revealed correlations with 
subjects such as art, geography, Eng- 
lish, arithmetic, history, citizenship, 
spelling, manual training, agriculture, 
and penmanship. Some departments 
have established well-organized means 
of measuring the results of health 
teaching. Thus, we notice the recom- 
mended use of standardized tests, 
health records, score cards, height and 
weight charts, vegetable charts, etc. 
To a large extent, the work of health 
and physical education in the public 
schools of the South may be divided 
into three aspects and each attacked 
from these view points: 


1. Physiological health which at- 
tempts to control proper growth in 
height, weight, structural and func- 
tional development and strives for 
the efficiency of muscular, nervous, 
mental, emotional, glandular, nu- 
tritional, circulatory, respiratory, 
and reproductive functions. 

2. Mental health which seeks to de- 
velop the right emotional qualities 
such as happiness, cheer, courage. 

3. Social health which attempts to in- 
still a new attitude in informing 
students accurately and scientifi- 
cally about the facts of human life 
and human relations and to de- 
velop a sense of community rela- 
tions. 

The program of health and physical 
education of our state departments of 
education seems to be well conceived 
and thoroughly planned. The states 
have not failed in formulating a clearly 
defined plan of health and physical 
education. The failure lies rather in 
the development of agents, agencies, 
and means necessary to put these well- 
conceived ideas into effect. 





Dr. Paul R. Mort, in a study en- 
titled ‘‘State Support for Public Edu- 
cation,” shows that for the year 1930, 
in 11 Southern states, there was an 
average expenditure per pupil of 
$32.42, but if considered racially, the 
average expenditure for white pupils 
is $44.31 and for Negro pupils $12.57, 
It is to be remembered that the aver- 
age expenditure per pupil in the 
United States is $99. From 1910 until 
1930 the per capita expenditure for 
white pupils in 11 Southern states was 
$9.45 while for the Negro pupils it 
was $2.90. In South Carolina the per 
capita expenditure for white children 
for the period 1900 to 1930 was four 
times greater than that for Negro 
children. 

These inequalities in the distribu- 
tion of school funds might be observed 
also in the expenditures for school 
salaries. From Dr. Mort’s study we 
learn that in 1930 the annual average 
salary paid white teachers in 11 South- 
ern states was $901 while the average 
annual salary paid Negro teachers 
was $423, which ranged from $226 in 
Mississippi to $1,168 *: Maryland. 

It may be further observed that in 
1930 the amount of money invested in 
public school property in 15 Southern 
states was $1,086,842,000 or $123 per 
pupil enrolled, and that while the 
average investment in plants and 
equipment for each white pupil was 
$157, for the Negro pupil it stood as 
low as $37.° With such meager oppor- 
tunities to share in the equitable dis- 
tribution of school funds to provide 
the service necessary for a well-con- 
ceived program of health and physical 
education, it is no small wonder that 


we find the agencies and means totally 


6 Paul R. Mort, State Support for Public Education. 
United States Office of Education. 
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lacking in carrying forward any well 
conceived plan. 

The Negro public schools in the 
South are hopelessly and inadequately 
equipped. Like the homes, the school 
buildings are usually too small and 
over-crowded. Ventilation is usually 
poor. In most cases there are no pro- 
visions for hot lunches at noon. The 
children are either forced to bring 
cold lunches or remain without food 
until evening when they return home. 
With such conditions existing, we can 
readily see that the schools have no 
prerequisites or means for health edu- 
cation, to say nothing of a specially- 
arranged health education program. 
Most of the public school buildings 
are dirty and the grounds unculti- 
vated. There are usually no locker 
rooms, or any sanitary place where 
coats, wraps, and books may be dis- 
posed of. Into such school come hun- 
dreds of poor, wretched children seek- 
ing enlightenment in this the only 
place where they may find it. And 
here they do find knowledge, after a 
fashion, but of the important subject 
of health and health preservation 
they are taught almost nothing. 

Most of the Negro public schools 
make no provisions whatever for 
health or health education, although 
health and physical education are a 
recognized part of the curriculum 
offerings, approved by the state for 
both white and Negro schools. The 
only subjects taught that have any 
bearing whatsoever on health rules 
and principles are physiology and 
hygiene and even these subjects are 
not taught with any particular em- 
phasis on the health side. They are 
presented merely as a mass of subject 
matter. 

So far as physical education is con- 


cerned it is administered mainly and 
almost solely through the activities of 
basketball and football. In such cases 
only a selected few of the most physi- 
cally fit participate and such sports 
are usually denied to the very oneswho 
need them most. 

Health and physical education as a 
course of study have been added to 
practically every curriculum in most 
of the Negro accredited high schools 
of the South, and most of the unac- 
credited schools. 

In many municipalities new sani- 
tary school buildings have been con- 
structed but the lack of funds has 
prevented the completion of most of 
them. Notable examples of such con- 
ditions are to be found in many of the 
large urban centers, where excessive 
overcrowding has led to unsanitary 
health conditions which seriously im- 
pair the health and moral standards of 
the students. In many instances rooms 
which were designed for sanitary ac- 
commodations have been utilized for 
classrooms and the lack of janitorial 
services sufficient to keep buildings 
clean and sanitary has been felt. 

In many of the larger centers the 
work of the tuberculosis associations 
demands praise. The National Asso- 
ciation has sponsored a nation-wide 
tuberculin testing program followed 
by x-rays where there is indication of 
positive reaction to the test. Thou- 
sands of children have been tested and 
many incipient cases have been dis- 
covered. It is hoped that this service 
will rapidly extend to rural schools. 
In addition to tuberculin testing some 
places have ordered the Wassermann 
blood test to detect venereal diseases 
and other tests to determine typhoid 
and malaria. In spite of these services, 
however, the physical examination of 
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the Negro school child has been woe- 
fully neglected, and it is impossible 
to carry forward any adequate exami- 
nation with the poor equipment for 
the numerous services demanded. We 
frequently find one physician and one 
nurse serving the entire Negro school 
population of many of our large 
municipalities. It is regrettable, too, 
that even after these diseases have 
been isolated, the parents find them- 
selves financially unable to procure 
the proper medical attention and 
boards of education seldom make any 
provisions for their treatment. It 
would seem that the chief reason for 
the lack of development of adequate 
health standards and equipment is 
due to the paucity of funds allotted to 
Negro schools or the diversion of 
funds from Negro schools to other 
educative activities. 

H. L. Johnson, while a graduate 
student of Atlanta University made a 
study of physical and health educa- 
tion in 18 of the 33 accredited Negro 
public secondary schools of Georgia. 
From 12 public and 6 private schools 
he discovered the following facts: 

1. These 18 public and private schools 

have practically no facilities for physi- 

cal and health education. 
. The major emphasis on health educa- 
tion is placed upon athletics which 
although inter-scholastic in type offer 
no valid reason for their continuous 
participation. 
Practically all of the amount spent for 
health and physical education was 
taken up in football and basketball 
equipment, and these activities reached 
only a small proportion of the school 
population. 
Facilities for lunchroom services, health 
records, and literature were lacking in 
most of these schools, and the majority 
of the schools have only partly graded 
space for out-door activities. 


bo 


= 
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5. Practically all the teachers had no espe- 


10. 


11, 


12. 


cial training in physical and health 
education nor did the institutions from 
which they were graduated offer any 
courses in this field. 


. There was an alarming lack of hos- 


pitalization services available to the 
schools and communities. This was 
especially true of the rural sections, 
many of which had no clinical or hos- 
pital service whatever. 


. Only one school of the 18 studied had 


individual health records of students 
with a follow-up of the findings shown 
by the health examination. In only one 
instance was there a nurse who visited 
the homes of children to impart the 
child’s health conditions to the parents. 


. The Negro secondary schools of Geor- 


gia with but few exceptions ignore 
health and physical education as an 
organized part of the school curricu- 
lum. 


. Because of a lack of adequate prepara- 


tion, vision and understanding of the 
potentialities of their positions, the 
majority of teachers of health and 
physical education in the Negro sec- 
ondary schools of Georgia can hardly 
be said to be rendering acceptable 
service. 

The libraries of the schools have not 
contributed to health thinking to any 
marked degree. The usual number of 
books and periodicals on health educa- 
tion to be found in these schools is less 
than three. The majority of pupils en- 
rolled in the schools scarcely know that 
these are available. In most instances 
nospace is allotted for libraries whatso- 
ever. 

The majority of the schools lack the 
services of a physician and dentist and 
but few of these schools have the serv- 
ices of a full-time nurse. In most 
cases, the visiting nurse appears once 
or twice a year. 

In the smaller cities of the state, hos- 
pitalization services were not available 
to the schools. Although there were 
hospitals they refused to administer 
services to Negroes. It was not infre- 
quent to discover hospitals from 20 to 
30 miles from the schools which meant 
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that human life could not be preserved 
in cases of extreme emergency. 


CONCLUSION 


Perhaps the greatest difficulty, in 
a concerted attack on the school 
health problems of our Southern 
states, is the fact that we cannot es- 
tablish a regimen that is suited to the 
needs of all boys and girls in all con- 
ditions of life, for what is good for 
one may be disastrous to the other. 
The range of adaptation of the body 
to variations is so great and the spe- 
cific needs of racial groups is so often 
apparent, that an ideal standard of 
health measure cannot be found or 
adequately formed in any one curricu- 
lum. There are, of course, some rules 
as to clothing, diet and exercise, to 
meet the average demands, but to 
bring Negro boys and girls of the 
South to the highest point of health 
efficiency would require studies in 
metabolism, in manners of living and 
an appreciation of their economic and 
social backgrounds. 

A definite program of health in- 
struction for schools of the South in 
the elements of hygienic living must 
involve more than rules. It must offer 
moral and social supervision in Negro 
communities which present some of 
the highest morbidity and mortality 
records. 

There was a time when we were 
divided and individualistic in our atti- 
tudes and aims in the matters per- 
taining to health, but it has now been 
settled that sickness and disease are 
not individual affairs, but that they 
reflect and react on the whole com- 
munity. 

It is regrettable, therefore, that the 
same improvements for health educa- 
tion as are manifested in the white 


schools of the South, have not been 
observed in the Negro schools. At 
least from the medical standpoint, 
many of our Negro schools are back 
to the conditions that prevailed in 
1900 with an impressive list of dis- 
eases of school children such as defec- 
tive vision, defective hearing, dis- 
eased teeth, adenoids and afflictions 
of the nose and throat. We know now 
to a degree of certainty the conditions 
of morbidity and mortality which 
afflict our people to a marked degree. 

It now appears that the school 
which is the center of community life 
must share the responsibility for the 
continuous improvement of the social 
environment. Academic seclusiveness 
may lead to a casual connection be- 
tween the influences of the school and 
the stronger forces which are shaping 
society or the social and health habits 
of individuals and groups. The school 
itself may develop possibilities for a 
new type of leadership in this task of 
genuine social reconstruction. Health 
services, particularly in the South, 
must extend beyond the school years, 
and one of the major tasks is to safe- 
guard the child during his pre-school 
years. Any system of health instruc- 
tion in these schools must be supple- 
mented by worth-while improvements 
in the living conditions of the people, 
such as the elimination of poverty, 
decent housing conditions, good 
wages, racial opportunities, a more 
diffused knowledge of personal hy- 
giene, and a complete system of avail- 
able medical services. 

The National Conference on Fun- 
damental Problems in Negro Educa- 
tion, held in Washington in 1934, 
summarized the need of child health 
education of Negroes as follows: 
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. The provision for integrated health 
courses compulsory for all teachers. 

. An equitable share of financial support 
and service in health problems. 

. The provisions for more modern school 
houses with adequate financial support 
and service in health problems. 

. Effective health education with em- 
phasis on health habits to be taught in 
every school. 

. Facilities for the treatment of Negro 
patients and the training of nurses and 
internes. 

. The employment of more Negro doc- 
tors and public health nurses on official 


10. 
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staffs of schools, counties and cities, 


. The clearance of slum sections in cities 


and malaria-infested districts in rural 
areas. 


. A conscious awakening on the part of 


Negroes themselves to the need of 
correct health habits. 


. Continued experiments and demonstra- 


tions in control and prevention of com- 
municable diseases. 

The functional coordination of official 
and non-official agencies—national, 
state, and local—in projecting inten- 
sive and extensive programs for the 
well-being of Negro children. 




















CHAPTER XXVI 


HEALTH EDUCATION PROGRAMS IN NEGRO COLLEGES 


Pau. B. Cornety, M.D., Dr. P.H. 
Associate Professor of Preventive Medicine and Public Health, 
School of Medicine, Howard University 


Today, in the United States there 
are approximately 111 Negro colleges 
located in 19 states and the District 
of Columbia. The majority of these 
colleges are small having an enroll- 
ment of from between 100 to 500 stu- 
dents as shown below:! 


No. of Students Public Private Total 
500 or more... z 3 10 
250-500...... 12 18 30 
100-250...... 13 27 40 
Less than 100. 4 27 31 

36 75 111 


The total attendance at these 
schools has gradually increased so that 
in 1935 approximately 30,000 or .3 
per cent of the Negro population were 
in attendance at institutions of higher 
education. The enrollment in Negro 
colleges from 1916 to 1935 is shown in 
the following :? 


Institutions College 

Year Reporting Enrollment 
1916 = ; 

1922 70 5,231 
1924 82 7,641 
1927 99 13,197 
1932 106 22,609 
1935 111 26 ,339 


Of these 111 institutions, 69 still 
carry secondary schools with a total 
enrollment of 8,033. 

It is said that less than 1 per cent 
of the population of the United States 
is composed of college graduates, and 
yet more than 50 per cent of the posi- 
tions of influence and leadership in 
the life of the people are occupied by 
college men and women.* Therefore, 





1 Committee on Approval of Negro Schools, Enroll- 
ment js egro Colleges, 1934-365. (Leaflet). 
id. 
* T. A. Storey,“ Objectives in the Organization of Col- 
lege Departments,” American Physical Education Re- 
view, March, 1924. 


graduates of these institutions con- 
stitute an influential group, and it 
may be assumed that if this group is 
made health conscious through a well 
developed and comprehensive health 
educational program, they will in turn 
influence their families and commu- 
nities, and then help in improving the 
health of the Negro. 

Very few articles have been written 
during the past 10 years on the status 
and extent of health work in Negro 
colleges. Actually only 5 articles deal- 
ing with this problem have been pub- 
lished in recent years. This paucity is 
our first evidence that there is marked 
indifference to this work in our col- 
leges. In the following pages we will 
summarize the pertinent data in these 
articles, which, although few in num- 
ber, show the extent and nature of the 
health educational program in Negro 
colleges. 

Earty History 

In order to have an appreciation of 
the health program at the college 
level, it is well for us to briefly sum- 
marize its history and to define its 
boundaries. Prior to 1826,* schools in 
America gave no consideration to 
health and physical education. How- 
ever, in that year, Charles Follen, a 
German refugee, introduced the Jahn 
gymnastics to students at Harvard, 
and the first college gymnasium in 
America was established. The devel- 


4 L. H. Hughes, Administration of Health and Physi- 
cal Education in Colleges, New York: A. S. Barnes and 
Co., 1935, Pp. 1-12; W. E. Forsythe, Health Service in 
American C es and Universities, University of Mich- 
igan Bulletin, Bulletin No. 11, Sept. 11, 1926. 
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opment of such a program followed 
rapidly at the other colleges. This was 
the era of the gymnasium. In this 
same period, the first department of 
physical training was established at 
Amherst. Soon, however, it was felt 
that something more than a gymna- 
sium program was needed to handle 
adequately the question of health 
among students, and, so, from about 
1869 to 1900, the emphasis was shifted 
to sanitation and immunization. In 
this period the work was supervised 
by one of various organizations or 
individuals; such as, superintendent 
of buildings and grounds, dean of 
men, dean of women, oracollege health 
officer. Again, it was soon found that 
this did not meet the problem ade- 
quately, and in 1900, California pro- 
vided the first health services to 
students, and by 1907, this was aug- 
mented by a curative, preventive, and 
health education program. 


THE Mopern PRoGRAM 


Thus, it is seen that a comprehen- 
sive health education program has 


only existed for about 30 years. What, 
then, constitutes such a program? 
According to the Proceedings of the 
National Conference on College Hy- 
giene,® a college hygiene program is 
characterized by 
(1) arrangements for services that will 
take care of sick students and protect 
those who are well; (2) arrangements for 
the information of students concerning the 
important facts of health; (3) arrangements 
for activities that furnish opportunities to 
the student to form and practice physical, 
mental and social habits; and (4) arrange- 
ments for stimulating and maintaining a 
lively faculty and administration in health 
5 Proceedings of the National Conference on College 


Hygiene, New York: National Tuberculosis Agss’n., 
1931, p. 12. 






problems and opportunities for the college 
as a whole. 


Thus, an effective health education 
program at the college level includes 
more than the teaching of hygiene 
during rainy days. In the broader 
sense, it includes three phases: the 
hygiene and sanitation of the campus 
environment; health services to stu- 
dents, and informational hygiene. In 
the next few pages, we will concern 
ourselves with a discussion of each of 
these three divisions. 


INFORMATIONAL HYGIENE 


Recently two articles—one by the 
writer and another by the Office of 
Education dealing with hygiene in- 
struction in Negro Colleges, have been 
published. The data in both instances 
were collected by means of ques- 
tionnaires; therefore, the limitations 
and weaknesses inherent in this 
method should be kept in mind. 

In our study,® it was found that 
out of the 40 schools which responded 
34 offered courses in hygiene, but only 
27 or 68 per cent offered required 
hygiene courses. Thus, approximately 
32 per cent of the schools left their 
health education to the whims of the 
students. The 34 schools offered a 
total of 65 courses or an average of 
1.9 courses per school; but approxi- 
mately 50 per cent of this group 
offered only 1 course. 

The total attendance in these hy- 
giene courses during the school year 
1933-34 is of interest. Of the 34 
schools, 30 reported that 2,983 stu- 
dents attended the required and elec- 
tive courses, 2,518 or 84.4 per cent 


¢ Paul B. Cornely, ‘Administration of Health Edu- 
cation and Health Supervision in Negro Colleges,” 
American J. Public Health, 26: (No. 9) S 1936. 
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attended the required courses, and 
only 465 students attended the elec- 
tive courses. These 30 schools had an 
approximate total attendance of 8,660 
students. The small number in the 
elective courses would lead one to 
believe that this was due either to 
lack of sufficient courses, or the in- 
ability of the initial hygiene course to 
stimulate desire for more knowledge 
of matters pertaining to individual 
and community health. 

What is the content of these 
courses? Rogers,’ in his survey of 32 
Negro colleges, attempts to answer 
this question. He divides his data into 
5 groups, v2z., institutions requiring a 
course in hygiene of all students in 
liberal arts curricula; institutions re- 
quiring hygiene in the curricula for 
teacher training; institutions with 
elective courses; teachers’ colleges 
and junior colleges. The data for the 
last two are of no value because of 
the paucity of the response; the first 
three are suggestive and a résumé of 
the data for the first of these will give 
a picture indicative of the condition 
in all 5 groups. 

Of 8 institutions, 6 gave courses 
which covered only 2 semester hours; 
1 in 3 hours; and 1 in 4 hours. The 
classes in 7 schools had an enrollment 
of between 30 and 40; one reported a 
class of 50; one of 60, and one of 184. 
Lectures, textbooks, and recitations 
seem to be the chief means of instruc- 
tion. 

The content in these schools varied. 
Nine institutions furnished instruc- 
tion in personal and community hy- 
giene; 8in communicable diseases, and 
their causes, reproduction and devel- 


7 J. F. Rogers, Instruction in Hygiene in Institu- 
tions of Higher Education. (Bulletin, 1936, No. 7) 
Washington: Office of Education, p. 35. 


opment, human anatomy, and physi- 
ology, first aid and sex hygiene; and 
5 in child care and in the principles of 
medical care. It is interesting to note 
that in our study, of 28 schools re- 
porting, one-third did not include lec- 
tures in sex or mental hygiene in their 
required courses—two very important 
topics. 

There also seems to be an inade- 
quacy in the personnel engaged in 
health teaching, both from the stand- 
point of quantity and quality. Nine 
schools* which reported a separate 
division of health education stated 
that they had a total of 29 instructors 
engaged in hygiene; while 28 with 
combined departments reported a 
total of 47 instructors. Of the 76 in- 
structors, 47 had only college degrees; 
while 25 had done graduate work in 
some special field. 


SANITATION 


Those who are familiar with meth- 
ods in public health know that the 
initial health activities resulting from 
the early scientific observations were 
environmental. The first technique to 
be developed in the history of modern 
public health was sanitation. And so 
we find that in many colleges, the first 
attempts at the care of student health 
were directed toward the sanitation 
of the environment, yet we notice that 
at present in both white and Negro 
colleges and universities this facet in 
the health education program is woe- 
fully neglected. Hughes,® speaking of 
white schools, states: 

The most casual survey of the health 
supervision of the student environment in 


colleges and universities reveals the fact 
that this phase of the program needs or- 


8 : Paul B. Cornely, op. cit., p. 889. 
. H. Hughes, op. cit., p. 31. 
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ganization and careful direction. It can 
not be expected to “run itself’? with re- 
sponsibility divided among such officials as 
the superintendent of buildings and 
grounds, sanitarian, dean, sanitary en- 
gineer, janitor, nurse, physician, director 
of physical education, and director of 
health service. In most institutions, the 
service is meager; in many, none exists. 


The aforesaid situation is dupli- 
cated in Negro colleges and universi- 
ties. In Table I, taken from a previous 


erly heated. Hygiene can not be 
taught effectively under these cir- 
cumstances. 


StupENT HEALTH SERVICES 


The available material on the ex- 
tent of student health services in Ne- 
gro colleges is just as meager as in 
the other two phases. The oft-men- 
tioned study by the writer, and one 
by the Bureau of Medical Economics 


TABLE I 
SANITARY SUPERVISION IN NEGRO COLLEGES 








In Charge of Sanitary Supervision 











Schools 

Attendance No. Report- Busi- Matron Supt Fac- 

ing ness or M.D. Bld, ‘ ulty 

Office Dean 8 Comm 
i 4 4 1 3 —_ — —_ 
ol rar 20 17 2 6 — ’ i 2 
| a 6 5 — 1 1 2 1 
500 and over.......... 8 7 — 4 1 2 — 
Attendance not given... 2 2 — 2 — a = 
- ONS enor eee 40 35 3 16 2 11 3 





survey,!° we find sanitary supervision 
in charge of various individuals and 
organizations. From this study it is 
also noted that very few schools in- 
spected and approved rooming houses 
outside the campus. No school ex- 
amined food handlers working on the 
campus and very few made annual 
sanitary surveys of the school en- 
vironment. Only 13 of 35 institutions 
kept sanitary records. 

There is no doubt that more atten- 
tion should be devoted to this aspect 
of health education. A teacher of 
hygiene can not conscientiously em- 
phasize certain principles of personal 
hygiene if he knows that the students’ 
rooms are poorly ventilated, are in- 
sufficiently lighted, and are improp- 


10 Paul B. Cornely, op. cit. p. 890. 


of the American Medical Association" 
are the only two published articles 
dealing with this activity in Negro 
colleges. In the following paragraphs 
the findings of the latter study will be 
presented because, in this case, the 
statistics were collected not only by 
the questionnaire method, but also 
by visits to some of the schools. In 
addition, this survey presents condi- 
tions similar to those found in our 
study. 

The Negro colleges which were 
studied were 28 in number and in- 
cluded for the most part the larger 
colleges and universities. This report 
states that of 28 schools, 25 indicated 
the existence of a student health serv- 

11 Bureau of Medical Economics, University and Col- 


lege Student Health Services. Chicago: American Medical 
Association, 1936, pp. 118-22. 
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ice, while 3 did not maintain any 
service whatsoever. Of the 25 schools, 
17 returned their schedules. These 
17 schools had an enrollment of 9,939 
students. It is interesting to note in 
this connection that in our study, it 
was found that the administration of 
these health services was in the hands 
of a variety of organizations. Only 70 
per cent of the schools had this ac- 
tivity under the aegis of a physician. 
The others were in the hands of a 
nurse, a dean, a matron, or in the 
physical education department. 

The study further shows that of 
the 17 colleges, an entrance physical 
examination is required of all students 
in only 11 schools, that only 8 schools 
give annual examinations to those stu- 
dents participating in athletics, and 
only 5 schools offer periodic examina- 
tions to ali students. 

The facilities reported by the 17 
schools are as follows: Twelve had 
separate offices for consultations; 
three had no separate offices, and two 
did not answer. Each of 10 schools 
had an infirmary or a student hospi- 
tal; 8 had infirmaries, and 2 had stu- 
dent hospitals. In 14 of the 17 com- 
munities in which these schools were 
located, the private hospitals were not 
affiliated with the health service. 

The consensus of opinion is that 
the health fee in most Negro colleges 
is too low. This is borne out by this 
study. In 14 of the 17 schools, a sepa- 
rate health fee of from $1 to $6 per 
year was charged, and 2 schools 
stated that no fees were collected. 
Only 1 school had a health fee of 
$6.00. The meagerness of the funds 
available for health work is shown by 
the fact that 8 schools with a total 
enrollment of 6,223 students reported 


an income of $11,930 for individual 
health services fees, while in 5 schools 
the college fund to furnish an income 
necessary in addition to students’ fee 
only amounted to $13,142. 

These facts forcefully show the in- 
adequacy of health services both in 
extent and scope in our Negro col- 
leges. Our large Negro institutions 
which should show the way for the 
100 odd colleges are failing miserably 
because of lack of funds, lack of per- 
sonnel, and lack of coordination of 
existing facilities. 


SuMMARY, CONCLUSIONS, 
RECOMMENDATIONS 


Much has been written about the 
causes for the high rate of mortality 
and morbidity among Negroes. The 
explanation for these has generally 
taken one of three pathways; racial 
weakness, ignorance, or low economic 
level. Practically nothing has been 
said about the extent of preventive 
practices and health education in 
Negro colleges and the general popu- 
lation, and their bearing upon these 
problems. The meagerness of the 
literature on college health programs 
in Negro colleges—5 articles in recent 
years—supports this contention and 
reflects the incompleteness of hygiene 
programs in Negro institutions. 

This survey of such few articles re- 
veals that in our Negro colleges the 
health programs are in a very deplor- 
able condition, and the impression is 
derived that most of these have been 
developed in a rather pell-mell fash- 
ion, with no thought of coordination 
or completeness. Confusion in the ad- 
ministration, and inadequacy of per- 
sonnel, equipment, and procedure are 
noticed in the hygiene teaching, sani- 
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tary supervision, and health service. 
Let us consider some of these inade- 
quacies. 

The administration of informa- 
tional hygiene in Negro colleges and 
universities is placed in a variety of 
departments, although it is the con- 
sensus of opinion that this should be 
found either in a separate division or 
in connection with the physical edu- 
cation department, provided the lat- 
ter combination is headed not by a 
coach, but by an educator who is 
neither a fadist, a formulist, or a pure 
academician.” In addition, it is noted 
that along with the small number of 
instructors with graduate degrees, 
there is also a paucity in the number 
of hygiene courses given in the col- 
leges which have been surveyed. Most 
of the colleges offer only one course. 
An important dictum in all education 
is that repetition increases retention. 
How, then, can we expect students to 
carry to their homes and communities 
important health practices and facts 
if they only suffer an initial exposure? 

The last link in this chain of inade- 
quacies is seen in the absence of lec- 
tures on sex and mental hygiene in 
many of the schools. The seriousness 
of this condition is fully realized when 
one considers certain studies in this 
field. Williams found that 60 to 70 
per cent of college women in the first 
year did not know the name of the 
female reproductive organs, 85 per 
cent did not know the names of the 
venereal diseases, and practically 
nothing concerning their mode of 

12 J, F, Williams, ‘‘Who Shall Teach Hygiene in Col- 
lege?’’ American Journal ca Public Health, 18: 190-192 
(1928); John Sundwall, ‘‘The Teaching of College Hy- 
giene,’ American Journal Public Health, 17: 48-57 

18 Grace E. be sal ‘Some Outstanding Problems 


of Statens Health,” J. Iowa State Med. Society, 20: 
543, D 1930. 


transmission. In the mental field, 
Morrison" in a study of 190 freshmen 
found that at least 6 per cent of the 
boys and girls had definite outstand- 
ing mental problems. Thus, the inade- 
quacies in these fields are of great 
import. 

On the brighter side of this picture, 
we should mention the fact that a very 
small number of Negro colleges are at 
present engaged in experiments in 
health education. Bent and Greene™ 
have already made a preliminary re- 
port of their work in health education 
in 2 Negro colleges and 3 high schools. 
Experiments'® are also being carried 
on at the college in Winston-Salem, 
North Carolina, and the A. and M. 
College in Pine Bluff, Arkansas. No 
doubt, there are other colleges that 
are developing interesting solutions to 
their particular problems. It would 
be of definite value if these colleges 
would report their experiments from 
time to time so that they may stimu- 
late others to action. 

The problems of sanitation are still 
important in the college hygiene pro- 
gram especially as it applies to houses 
and boarding places not on the 
campus. Yet, in Negro colleges, we 
find the administration of sanitation 
in a variety of hands; matrons, deans, 
superintendents of buildings and 
grounds, and faculty committees; and 
in most instances, houses off the 
campus are not inspected or approved. 
In defense of this situation, it must be 
said that in a large number of Negro 

14 Angus Morrison, ‘‘A Further Discussion of Col- 
to Hygiene,’ Mental Hygiene, 12: 48-54 

16M. J. Bent, ant) E. F. Green, ‘‘An Experiment in 
Health iy’ aged . of Health and Phys. Educ., 7: 
(No. 8) O 1 

16 Sub-C. one Report: Child Health Problems. Na- 
tional Conference on Fundamental Problems in the 


Education of Negroes. Chicago: Julius Rosenwald 
Fund, July, 1934. 
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colleges, the students either live in 
the school dormitory or at home, so 
that this problem may not be as 
acute as it seems. Irrespective of this, 
it is felt that sanitation should be in 
charge of the health service or the de- 
partment of hygiene. Furthermore, 
the person in charge should make a 
yearly sanitary inspection of school 
premises, periodic inspection of houses, 
dormitories, and examination of food 
handlers on the campus. He should 
also keep complete records of his ac- 
tivities in his office. 

The health services in Negro col- 
leges also show the same inadequacies 
as those found in the other two facets 
of the hygiene program. There does 
not seem to be an unanimity of opin- 
ion as to who shall have charge of 
the administration of this important 
service. Too large a percentage of the 
school health services is still not under 
the direction of a physician. The 
health service if it is to fulfill its duty 
should be in charge of a physician who 
is not only trained in the art and 
science of medicine, but who is a com- 
petent health educator. 

In addition to the confusion in ad- 
ministration, we find that many of the 
schools still do not require an entrance 
examination, and only a very small 
group offer follow-up examinations, or 
make an effort to have the physical 


defects, which were found in the first 
examination, corrected. Here again 
the student is the loser. The physical 
and mental defects which are present 
and remain uncorrected not only 
affect the scholastic aptitude of the 
student, but will also decrease his use- 
fulness to the community and increase 
the taxpayer’s burden.!” 

All the inadequacies in follow-up 
examinations, dispensary and _ infir- 
mary service, sanitary supervision, and 
the paucity in informational hygiene 
may be attributed to one or all of the 
following factors: 

1. The apparent lethargy of many col- 
lege presidents in matters pertain- 
ing to the health of their students. 

2. The lack of adequately trained per- 
sonnel. 

3. The very inadequate health fee. 

4. The lack of coordination of the 
available facilities. 


It seems to us that students enrolled 
in Negro colleges could profitably 
make use of a health program em- 
bodying educational, administrative 
and personal supervisory hygiene. An 
effective beginning could be made 
in that direction if our colleges and 
universities would take stock of their 
programs, define their objectives and 
coordinate their present activities. 

17 Harold S. Dichl, ‘‘Physical Condition and Unem- 


ployment,’ Public Health Reports, Nov. 15, 1935, pp. 
1610-1618. 





CuaPTrEeR XXVII 


DEVELOPMENT OF A HEALTH EDUCATION PROGRAM FOR 
NEGRO TEACHERS 


S. L. Smrru, Ep.D. 
Director for Southern Office, Julius Rosenwald Fund, Nashville, Tennessee 


The subject to be discussed in this 
paper represents the third step in a 
group of social studies initiated under 
the Department of Social Science at 
Fisk University for the development 
of improved Negro health. It was 
agreed at the beginning of these 
studies in 1929 that plans must in- 
clude the answering of three questions: 
(1) What differential mortality rates 
exist between white and Negro groups 
in Tennessee, (2) Why these differ- 
ences exist, and (3) How to develop 
an effective program for reducing 
these excessive morbidity and mortal- 
ity rates in Negro Schools and com- 
munities. 


A PRELIMINARY STUDY 


The first study, begun in 1929, 
through the joint efforts of Fisk Uni- 
versity and the Tennessee State De- 
partment of Health, was financed by 
the Laura Spelman Rockefeller Memo- 
rial Foundation. This study consisted 
of statistical analysis of differences in 
mortality between the races, based on 
reports in the State Department of 
Health from 1917 to 1928. These 
data were compiled and interpreted 
by Dr. Elbridge Sibley of Columbia 
University, who worked jointly with 
Fisk University and the State De- 
partment of Health. In this statistical 
study he has given a graphic presen- 
tation of the mortality rates by ages 
and races. The report shows that tu- 
berculosis was responsible for more 


deaths in Tennessee than any other 
disease. Although the total death rate 
from tuberculosis in Tennessee was 
the highest in the United States for 
both races, statistics revealed the fact 
that the total Negro death rate was 
more than double that of the whites, 
and that the rate for Negro children 
of elementary school age (5 to 15 
years) was ten times that for white 
children of the same age group.! 
Following the report of the statis- 
tical analysis, the Julius Rosenwald 
Fund made an appropriation to the 
State Department of Health for the 
second step in the program consisting 
of an intensive epidemiological study 
under the general direction of Dr. E. 
L. Bishop, Commissioner of Health, 
in efforts to determine the causes of 
these differential mortality rates. Dr. 
M. J. Bent, Professor of Bacteriology 
and Preventive Medicine, at Meharry 
Medical College, was attached to the 
staff of the State Department of 
Health to assist in this program. In 
addition to the white and Negro epi- 
demiologists, the field staff included 
a clinician, a pediatrician, nurses and 
sanitary engineers. Dr. Charles S. 
Johnson, Director of the Social 
Science Department, Fisk University, 
cooperated in the sociological phases 
of the study. The United States 
Public Health Service and health 
education specialists of various foun- 


1 Differential Mortality Rates for Tennessee. Nash- 
ville: Fisk University Press, 1930. 
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dations and national associations par- 
ticipated generously as consultants. 

Gibson County, a farming district 
in West Tennessee, was selected as 
the first area to be studied. While all 
important diseases were included in 
the survey, special consideration was 
given to tuberculosis since it was the 
major cause of death from preventable 
disease among both white and colored 
in the state. In this rural county 539 
white persons and 678 colored in 
household contact with 265 primary 
cases of tuberculosis were carefully 
examined. The death rate per 1,000 
household contacts was 1.72 in the 
white group and 4.15 in the colored. 
It was found that 59 per cent of all 
deaths of white persons from tubercu- 
losis were in those over forty years of 
age, while only 22 per cent of the 
colored deaths were above forty. 
Approximately 50 per cent of those 
under five years of age exposed to 
active cases in both groups showed 
evidence of tuberculous infection, 
ranging up to 85 per cent in the adults. 
In every age group of the household 
contacts, the proportion of infection 
was higher among the colored than 
the white, and the children from five 
to fourteen years of age showed a 
materially higher proportion of in- 
fection than did a large sample of 
children of corresponding ages in the 
schools of this county.? The Common- 
wealth Fund of New York is continu- 
ing a long-time program in coopera- 
tion with the health unit of this 
county. 

Following the farm district survey 
the study shifted to Kingsport in 
East Tennessee, an industrial city of 





2E. L. Bishop, and H. C. Stewart, ‘‘Tuberculosis 
in Tennessee,” Journal of the American Medical Associ- 
ation, 99: 356-9, Jl (30) 1932. 


15,000 drawing its population mainly 
from the Appalachian mountains 
which surround it. The situation here 
differed somewhat from that in Gib- 
son County. Due to the fact that only 
about 600 Negroes lived in this city, 
the field specialists were able to give 
a complete health inspection, includ- 
ing tuberculin and x-ray examinations, 
to the entire population. 

In this industrial city where the 
Negroes live under relatively better 
environmental conditions than pre- 
vail in rural Gibson County, the data 
indicate that tuberculosis among the 
Negroes tends to approach the same 
level of incidence and activity found 
in the white group. The examinations 
of the Negro pupils and teachers in 
this industrial district showed that 
about 2 per cent of the pupils and 
18 per cent of the teachers had tuber- 
culosis at the time the survey was 
made.’ 

Careful analysis of the epidemiolog- 
ical studies in the farming district and 
in the industrial city indicates that 
the relatively higher tuberculosis mor- 
tality rates among Negroes are due to 
environmental conditions rather than 
physiological factors, and can there- 
fore be reduced by joint efforts of all 
agencies interested in health and edu- 
cation. 

Several conferences were called to 
discuss the findings in the first and 
second steps of the health program. 
Participating in the meetings were the 
state commissioners of health and 
education and members of their 
staffs, the presidents of the three 
Negro colleges in Nashville, Officers 


8 Crabtree, Hickerson, and Hickerson, ‘‘Tuberculo- 
sis Studies in Tennessee: A Community 'Study of the 
Prevalence of Tuberculosis in the Negro,’’ American 
Review of Tuberculosis, 82: 6, D 3. 
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of the Julius Rosenwald Fund and the 
United States Public Health Serv- 
ice. 

While efforts were being put forth 
by the state and local health depart- 
ments to correct the conditions re- 
sponsible for differential mortality, it 
was agreed in these conferences that 
their progress could be greatly acceler- 
ated by proper health education in 
rural Negro schools. It was thought 
by the officials that trained teachers 
could be a tremendous force in help- 
ing to reach and improve health con- 
ditions in these backward rural schools 
and communities. The studies and 
observations revealed the fact that 
the teachers were almost wholly lack- 
ing in the kind of health training 
needed for this type of service. 

The presidents of the colleges stated 
that they were giving no effective 
health education instruction at that 
time, but expressed a willingness to 
cooperate in providing such integrated 
courses as might be developed through 
cooperation with the health and edu- 
cation officials. 


THE JOINT COMMITTEE 


Growing out of these conferences 
there was formed a Joint Health 
Education Committee, composed of 
the state commissioner of health, the 
state commissioner of education, and 
the presidents of Fisk University, 
Meharry Medical College and A. and 
I. State College. S. L. Smith, director 
of the Southern Office of the Julius 
Rosenwald Fund, was selected as Ex- 
ecutive Secretary of the Committee. 
Later on Dr. Robert H. White, Co- 
ordinator of Health Education for the 
State Department of Health, the 
University of Tennessee and the Ten- 


nessee Valley Authority, was added 
to the Committee. 

After careful deliberation and much 
consultation, the Joint Committee 
set up as its chief objective the de- 
velopment of an effective course of 
study in health education for teachers. 
In building this type of program two 
problems were involved: (1) Training 
the prospective teachers enrolled in 
the colleges, and (2) training and su- 
pervising the rural teachers in service. 
It was clearly evident that it would 
require at least five years to evolve 
such a program. The Committee re- 
sisted the temptation of preparing a 
superimposed course, which would 
have required much less time. 

This program was financed by an- 
nual appropriations from the Julius 
Rosenwald Fund and the three co- 
operating colleges. Dr. M. J. Bent, 
who took part in the epidemiological 
study, was selected director of this 
third step in the program, beginning 
in June, 1931. 

To solve the first problem in the 
objective—that of prospective teacher 
training—the director and a com- 
mittee in each college by careful ex- 
amination of the curriculum found 
that there was much health material 
in such subjects as biology, chemistry, 
psychology, home economics, physi- 
cal education, and hygiene. In addi- 
tion to the development of a course in 
health education the director worked 
with the instructors on the problem 
and techniques of correlating and 
integrating health in several existing 
courses. 

It was agreed from the beginning 
that the health and education groups 
would cooperate in developing the 
courses of training, since it seemed 
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that neither group had been able to 
work out separately a satisfactory 
health education program. The health 
specialists know the content needed, 
although they are not usually skilled 
in the methods and techniques of 
teaching. The educators are trained 
in methods, but do not know scien- 
tific health content. It occurred to the 
committee that the two groups work- 
ing together might build an effective 
content-method course. 

As the work progressed it was 
thought best to supplement the 
studies by experiments in rural labora- 
tory schools, since the use and care 
of the school building, the daily 
activities of the pupils and their home 
life would furnish much valuable 
material for a satisfactory health 
training course. Three Negro rural 
schools in Davidson County were 
selected to be used over a five-year 
period, including a one-teacher, a two- 
teacher, and a three-teacher school. 
These are fairly typical rural schools 
and represent all types in the county 
(outside of Nashville). 

The superintendent of education 
and the director of the county health 
unit agreed to cooperate in this ex- 
periment and asked the teachers to 
participate fully in the program. 

In order that existing conditions in 
these schools and communities might 
be taken into account, it was found 
necessary to make a survey, the first 
year, to guide the director in the pro- 
gram and to find out by later surveys 
what effects the health education in- 
struction was having on the schools 
and communities. 

This initial survey was made by 
Paul Jessen, (M.A.in health and phys- 
ical education, Peabody College) in 


cooperation with the director. The 
Gates-Strang Health Knowledge Test 
supplemented and enlarged to 94 ques- 
tions, was given to the fourth, fifth, 
sixth, seventh, and eighth grades. In 
addition each pupil was given a Health 
Habit questionnaire composed of 29 
questions under six headings: Clean- 
liness, Sleep, Diet, Exercise, Elimina- 
tion, and Medical Service. The homes 
of these pupils were visited, the con- 
ditions recorded, and checked with 
the answers given by the pupils. 

A great need for a more adequate 
health program in the schools was 
evident from the fact that the gen- 
eral average in the tests was only 
slightly above 50 per cent. The pupils 
were most deficient in a knowledge of 
foods and balanced diets, the average 
number of correct answers under this 
heading being far below the general 
average. The list of sixteen patent 
medicines given as frequently used in 
these homes indicated that even the 
meager knowledge of the pupils in 
health habits was not put into practice 
by their parents. 

The facts obtained from this survey 
furnished rich material for building 
sound content-method courses for the 
schools, and for the colleges. While 
the primary objective of the program 
was to develop health education 
courses in colleges, it was evident that 
a more effective procedure could be 
charted by using these survey ma- 
terials both for instructing the pupils 
and teachers in the schools, and meas- 
uring the results of this type of service 
at intervals over the five-year period. 
The materials used, tested, and re- 
fined in the laboratory schools were 
built into the college course for the 
teachers in training and their reac- 
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tions were carefully noted. 

Following this survey four objec- 
tives giving consideration to the child, 
the method of teaching, the teacher, 
and the community were set up: 


1. To initiate a health program to fit the 
needs, interests and abilities of the 
pupils as determined by the survey. 

2. To employ the informal method of 
teaching in the most effective way to 
improve the habits, knowledge, skills 
and appreciation of the pupils. 

3. To work out with the teachers a cor- 
related health education curriculum. 

4. To extend the school health program 
into the communities served by the 
school, especially the homes of the 
pupils. 

Based on the health needs as shown 
in the surveys, the curriculum was 
developed to emphasize activities in 
connection with the study of food, 
clothing, personal health habits, and 
community hygiene. The following 


illustration from the study of foods 
gives some idea of the general proce- 


dure: 


1, Al) pupils were organized into 
groups for special committee 
work. 

2. The work of each group was 
suited to the abilities of the 
children. 

3. The pupils had opportunities 
to state purposes, make plans, 
carry them out, and then evalu- 
ate the results of their work. 

4. The group made plans to find 
out about balanced meals. 

5. Pupils learned the value of 
different food elements in the 
diet. 

6. The pupils planned meals for 
breakfast, lunch and dinner. 

7. A special committee cooked 
these meals in the school kitch- 
en and served them to the 
children. 

8. The pupils learned the proper 

way to set the table, good man- 


ners at the table, and the im- 
portance of eating slowly. 

9. Pupils learned about the differ- 
ent disease germs that get into 
food and cause illness. 

10. Pupils learned about the value 
of milk in the diet and use of 
by-products of milk: 

a. Found out about germs in 


milk 
b. The care of cows and milking 


utensils 
c. Learned how milk is pas- 


teurized 
d. Found out the value of 
milk in the diet of children. 
11. In order to carry out their 
plans intelligently the children 
learned subject matter relating 
to various phases of the study 
of food which was obtained 
from textbooks, reference ma- 
terial in the schools, free ma- 
terial obtained by the teachers, 


lectures and demonstrations by 
the director. 


12. Learned about the variety of 


foods grown in the community. 


13. Special conferences were held 
with the teachers to help in the 
development of the health pro- 
gram, to assist them in guiding 


the activities of the pupils. 


A similar procedure was followed for 
clothing, personal health habits, and 
community hygiene. 

In efforts to determine whether the 
type of health instruction given in 
these schools had brought about any 
noticeable changes in the habits of the 
pupils and communities, a recheck 
survey was made in 1934 by Mr. 
Jessen and the director. Although a 
change in habits of living is a slow 
process, there were some noticeable 
results which served as a guide in 
further adjusting the program. The 
recheck in the health knowledge tests 
showed average gains of 22.6 per cent 
in the two-teacher school, 13.6 per 
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cent in the one-teacher, and 5.9 per 
cent in the three-teacher. The teachers 
of the two-teacher school showed the 
greatest interest the first two years, 
in preparing themselves for this work 
and in encouraging the pupils to carry 
out daily the instruction given by the 
director. This was largely responsible 
for the greatest improvement be- 

ing made in this school, which 

ranked lowest in the first survey. 


Meetings were held with parents at 
each school to acquaint them with the 
program and to stimulate their inter- 
est not only in the personal welfare of 
the pupils but also in the improve- 
ment, beautification and sanitation in 
the schools and homes. 

During the latter part of the pro- 


HEALTH EDUCATION EXPERIMENT IN TENNESSEE 


COMPARISON OF HEALTH KnowLeoGt Tests 
Three Scnoois in Davioson County 


The health knowledge and demerise (meTéacher) Breyrwoee (iio Yéxcher) Hares (three Tiocher) 


health habit program in the 
schools was built mainly around 

the following outline: 
(1) A ten minute daily pe- 
riod devoted to teaching 


health. 
(2) The integration of the 


teaching of health with “+ %***' 


Haynes Seheol 


other subjects in the cur- 


rieeville - 
riculum. Sendaned? 
(3) The appointment of moni- ates Senoou: 
tors (on a rotating basis) — 
to supervise ~~ 
a, the proper heating and a 
ventilation of the class- ‘aie 
rooms Drrervirt Scnoon: 
b. the proper care of the rn 
sanitary privies ae 
e. school yard and play- Nee 
grounds. Detwrwoce Seno: 
(4) Daily inspection of each pean: 
pupil by the teacher to ea 
stimulate interest and 1 
proper health habits. au 


(5) The placing of cheap ba- 
sins for hand washing in 
the school, calling to their 
attention the importance of 
clean hands. 

(6) Encouragement of the use of 
individual drinking cups by 
pointing out the dangers of the 
common cup. 

(7) Songs built around health hab- 
its. 

(8) Medical and dental examina- 
tions. 

(9) The keeping of a Health Note 
Book by each pupil. 
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gram Miss Ellen Greene, who has had 
exceptionally fine training and ex- 
perience in elementary education in 
North Carolina and in Columbia 
University, was employed to work 
with the director in the three rural 
laboratory schools. Miss Greene gave 
much time in efforts to develop satis- 
factory content-method courses suit- 
able to the grades in these schools— 
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built up from various activity pro- 
grams. From daily notes which she 
kept two health education courses 
have been prepared in considerable 
detail: (1) A course based largely on 
the activity of the children in the 
school, and (2) a more formal course 
for use among a large number of rural 
teachers who are not skilled in the 
techniques of activity programs.‘ 


HcauTu LoucaTion ExpcemmcwT w Davioson COUNTY TENN. 


ComPanisow of RESULTS OF OUTSTANDING 
Piwoiwes in UeacTn Hapir Quesriowairs 
1952, 1934, 1936 
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Tue ADVISORY COUNCIL 


In the fall of 1935, an Advisory 
Council was added to work with Dr. 
Bent and Miss Greene in the final 
phases of the program.’ Conferences 
were held one afternoon in each 
month. The Council gave much con- 


4 The courses have been filed in manuscript form 
with the Joint Health Education Committee and are 
now in the hands of an editorial committee which will 
determine whether it will be printed in whole or in part. 

“he Advisory Council on Health Educatiou is com- 
casi of Dr. Robert H. White, Chairman; Miss Ellen 
Greene, Secretary; Dr. Charles S. Johnson, director of 
the Social Science De ee. Fisk University; Dr. 
Wayland J. Hayes, artment of Social Science, 


yeseuens University; Dr. J. H. Hale, Physician at 
A. and I. State College, and teacher at Meharry Medi- 
cal College; Mr. W. E. Turner, State Agent Negro 
Schools; and Dr. U. W. Leavell, professor of Elementary 
Education, Peabody College. 





sideration to the reports on materials 
developed in the schools and in the 
colleges, reading, criticising and re- 
fining the content and methods used. 
To gain firsthand knowledge of the 
program some members visited the 
rural laboratory schools and observed 
the content and methods used and the 
reactions of the pupils. 

In the spring of 1936 a third survey 
of the three schools and communities 
was made to measure by comparison 
the results of the health program over 
the five-year period. Graph I shows 
the comparative results in health 
knowledge tests for 1932, 1934 and 
1936, and Graph II the health habit 
tests in a few important items for the 
three surveys. (See Graphs.) 

The Advisory Council, after much 
deliberation decided that this health 
education program in its final form 
should consist of three related courses: 
(1) A formal content-method course 
for the colleges, based on the five-year 
experiment; (2) a syllabus for rural 
schools, prepared from materials and 
methods developed in the three lab- 
oratory schools; and (3) a _profes- 
sional course for prospective teachers 
in the colleges. 

The college course has been pre- 
pared in outline form for publica- 
tion. The content is placed in the left- 
hand column and the methods used 
in the right-hand column of each page. 
The Committee hopes to have this 
printed in the near future. The State 
Board of Education has made this a 
required course for graduation from 
the A. and I. State College. 

As an example of the content and 
method used in this outline course one 
topic—Personal Hygiene—is being 
included in this paper: 
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OUTLINE OF COURSE IN PERSONAL AND COMMUNITY HYGIENE 





Foreword 


This outline is used in the course in 
Personal and Community Hygiene given 
at Fisk University and the A. and I. State 
College. It is based on the findings of a 
survey made in three elementary schools in 
Davidson County, Tennessee. 

Due to the difference in requirements 
and the size of the classes a different 
method of procedure is used at each Insti- 
tution. However, it is hoped that the stu- 
dent will derive some benefit from the 
course by arousing his interest in the possi- 
bility of living a healthier, happier and 
more useful existence based on the informa- 
tion acquired in taking this — 


Topics 
I, PERSONAL HYGIENE 
II. Spur-MEDICATION 
Ill. ANaToMy AND PHYSIOLOGY 
IV. Nutrition 
V. PuysicaL Exercise AND RECREA- 
TION 
VI. Home AND Scuoou SANITATION 
VII. Cuassges or DisEaAsEes AND THEIR 
PREVENTION 
VIII. First Arp 


General Objective of the Course 


The objective of this course in Health 
Education is to give the prospective teacher 
the essential knowledge and training that 
will not only stimulate him to take better 
care of his own health but will better fit 


him to impart this knowledge, and assist 
in the development of healthful and whole- 
some habits in both pupils and parents in 
the community. 





I. Persona, HyGinnEe 

Definition: PERSONAL HYGIENE 
deals with those principles or activi- 
ties that are essential for the promo- 
tion of health, and over which the in- 
dividual has some control. 

Objective: To equip the student with a 
knowledge of the proper care of the 
body and the benefit to be derived 
from the same. 


A. Care of the mouth and teeth 


B. Care of the skin, hair and nails 


C. Care of ears and eyes 


D. Care of the face and hands 


E. Care of the feet 


REFERENCES: 
Meredith: Twelve Hours of Hygiene, 
Chapter VII, IX 
Turner: Personal and Community Hy- 
giene. Chapters V, VIII, IX, XVI 





Meruop or PRocEDURE: 

A. Motion picture on the value of periodi- 

cal health examinations. 
Lecture by the dentist on the care of 
the mouth and teeth with a demon- 
stration of the proper use of the 
toothbrush on a model. Motion pic- 
ture: “‘Say It with Pearls.’’ Examina- 
tion of the teeth and recommenda- 
tions for the correction of all defects 
in dental clinics. 

B. Lecture on the care of the skin, hair and 
nails and a discussion and demonstra- 
tion of any defects seen in the class. 

C. Review of the physiology of these or- 
gans and a discussion of their proper 
care. Ears and eyes of all students 
examined in clinic. 

D. Care of the face and hands with a class 
inspection of the same. Demonstra- 
tion of hand washing without running 
water. Cultivation of bacteria from 
the hands before and after washing. 

E. Discussion of the care of the feet with 
individual questions concerning ex- 
periences with their own feet. 
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F. Clothing 


G. Mental hygiene 
Definition: Mental Hygiene has for 
its aim the promotion of healthful 
mental habits and the prevention 
of mental disorders. 

Objective: To emphasize the impor- 
tance of mental hygiene as one of 
the means by which we may pro- 
tect ourselves and others from 
mental disease. 

. Incidence of Mental Disease 
. National Economic Loss Due to 
Mental Diseases 
Importance cf Prevention of Men- 
tal Disorders 
Early Signs of Mental Disease 
. Interpretation of Mental Symp- 
toms 
. Practical Suggestions Leading to 
the Prevention of Mental Dis- 
orders 


oa ak w Ne 


F. Special library assignment on clothing 
and general class discussion. History 
of clothing. Types. Uses. List of the 
type of clothing worn according to the 
weather. Lecturer from Peabody by 
invitation. Motion pictures: “From 
Cocoon to Spool,” ‘‘Civilization’s 
Fabrics,” ‘The Kid Comes Through.” 


REFERENCES: 
Bailey: Nursing Mental Diseases 
Sands: Nervous and Mental Diseases 
for Nurses 
Henry: Psychopathology 
Dorcus and Shaffer: Textbook of Ab- 
normal Psychology 





METHOD OF PROCEDURE: 
Lectures and illustrations covering the 
subjects. 





The summer school at A. and I. 
State College furnishes good oppor- 
tunity to arouse interest of in-service 
teachers in health education. Within 
the five-year period more than one- 
half of the rural Negro teachers in the 
state have had at least one health 
course either in regular or summer 
sessions. W. E. Turner, State Agent of 
Negro Schools, reports that more than 
85 per cent of all rural Negro teachers 
and supervisors have had some in- 
struction in this health knowledge, 
health habits program, through the 
teacher training college and teachers’ 
institutes. 

This service is being strengthened 
by the addition of a few Negro public 
health nurses, attached to county 
health units. A nurse with proper 
educational background and training 
is next in importance to the teacher in 
a well-organized health education 


program. 


In addition to the health education 
in the cooperating colleges there has 
been inaugurated in each a complete 
student health service under trained 
personnel. It is hoped that teachers 
now graduating from these colleges 
will not only have sounder physical 
and mental health, but will be better 
trained in the techniques of develop- 
ing effective health habit programs, 
based on conditions and needs in their 
schools and communities. As the 
greatest factor in this type of pro- 
gram is the teacher, it is important 
that every teacher pass a physical 
examination before being certified, 
and that this be followed by annual 
inspections. 


GENERAL RESULTS OF THE STUDY 


It is the consensus of health and 
education groups that the results have 
been more favorable than had been 
anticipated. A comparison of mortal- 
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ity rates from the major preventable 
disease among the Negroes of the 
state shows that the tuberculosis 
rate was reduced from 270.3 (in 1928) 
to 171.6 (in 1935)—a record probably 
unparalleled in the reports of vital 
statistics in the United States. 

An encouraging feature of the pro- 
gram is the growing interest among 
the teachers of other college courses 
as they become more conscious of the 
need and better understand the tech- 
niques of correlating health educa- 
tion in such subjects as physical edu- 
cation, home economics, agriculture, 
sociology, geography, and the sciences. 
The facts obtained and refined in 
these studies furnish valuable teach- 
ing material for all subjects, helping 
to enrich and vitalize what otherwise 
might be dry subjects. This conscious 
health interest and spirit among the 
instructors is stimulating to the pro- 
spective teachers in training and will no 
doubt have a definite influence in the 
improvement of health habits in the 


schools and communities wherever 
they may be employed. 

The question has been asked 
whether this program can be adopted 
for use in other colleges. Wherever a 
college desires to introduce a similar 
course in health education a study of 
the principles and methods used in the 
Tennessee experimental demonstra- 
tion would be found helpful, as it 
would make it unnecessary for other 
colleges to go through all the experi- 
mental stages of the program. Since 
in any worth-while scientific experi- 
ment a negative result may be almost 
as valuable as a positive, another 
college might incorporate and adapt 
only such content and methods as 
have been clearly demonstrated as 
practicable and effective in the five- 
year experiment. The complete report 
has been prepared in manuscript form, 
and will likely be published in the 
near future.® 

6 Report of the Five-year Experiment and Demon- 
stration in Health arg py A hey, J. Bent, 


sponsored by the Joint Health Committee, 
502 Cotton States Building, Nashville, Tennessee. 








CuapteR XXVIII 


A FIVE-YEAR STUDY OF TUBERCULOSIS AMONG NEGROES 


C. St. C. Guitp, M.D., Dr. P.H. 


Field Secretary, Committee on Tuberculosis Among Negroes, 
National Tuberculosis Association, New York City 


Tuberculosis is one of the most im- 
portant if not the most important of 
Negro health problems. True it does 
rank second to heart disease as a 
cause of death, but in estimating its 
real importance consideration must 
be given to the fact that heart disease 
in the vast majority of cases preys on 
the older age groups and is the end 
result of a number of causes whereas 
tuberculosis claims most of its vic- 
tims from those in the prime of life 
and has only one cause—the tubercle 


bacillus. 
TABLE I 
TUBERCULOSIS MoRTALITY BY COLOR FOR 
THE UNITED STATES REGISTRATION 
AREA FROM 1910-1934 








Death Rate Per 100,000 








Population 
Year Ratio 
Total White Colored 
1910 160.3 148.3 447.7 3.0 
1911 159.2 146.3 446.1 3.0 
1912 149.7 137.5 418.1 3.0 
1913 147.8 184.8 387.8 2.9 
1914 147.2 188.4 401.7 3.0 
1915 146.3 131.7 409.8 3:1 
1916 142.1 127.9 335.0 2.6 
1917 147.1 131.5 344.5 2.6 
1918 150.0 133.9 347.0 2.6 
1919 125.6 110.6 282.3 2.6 
1920 114.0 100.0 262.2 2.6 
1921 98.9 85.6 239.7 2.8 
1922 96.4 83.3 220.0 2.6 
1923 92.8 80.4 213.4 2:7 
1924 89.7 76.4 219.3 2.9 
1925 86.7 73.1 222.9 3.0 
1926 87.3 73.4 224.8 3.1 
1927 80.9 67.6 208.7 3.1 
1928 79.3 65.9 199.7 3.0 
1929 76.0 63.0 191.9 3.0 
1930 71.5 57.9 183.6 3.2 
1931 68.2 53.5 189.2 3.5 
1932 62.9 49.7 171.9 3.5 
1933 59.5 47.2 155.4 3.3 
1934 56.6 45.1 146.4 3.2 
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It is encouraging to note that since 
1910 the Negro death rate from tuber- 
culosis has declined from nearly 450 
per hundred thousand to less than 150. 
Yet too much optimism is unwar- 
ranted in view of the fact that the 
Negro death rate is still more than 
three times as high as the white. 

Still more startling is the discrep- 
ancy shown in Table II which com- 
pares white and colored mortality 
rates from tuberculosis in the North 
and in the South. 


TABLE II 


MortTa.tity Rates AMONG WHITE AND 
COLORED IN THE NORTH AND 
Souta, 1920-1933 





Death Rate Per 100,000 
Population 





Year White Colored 


The The The The 
North* Southt North South 








1920 98.3 98.1 344.0 229.4 
1921 83.2 84.6 312.0 209.8 
1922 80.7 82.6 294.4 192.4 
1923 77.5 82.8 290.2 184.4 
1924 2.9 fi.1 299.8 185.6 
1925 68.4 75.3 302.8 187.5 
1926 68.0 75.4 304.5 187.4 
1927 62.3 67.1 290.2 174.1 
1928 61.3 63.0 295.2 165.5 
1929 58.3 60.5 275.3 159.2 
1930 53.3 57.1 281.1 157.9 
1931 50.4 52.1 273.4 158.6 
1932 46.2 650.3 245.3 143.2 
1933 44.0 650.1 232.0 129.6 





* The North covers the following geographical divi- 
sions of states: New England, Middle Atlantic, East 
North Central, and West North Central. : wr 

_ t The South covers the following geographical divi- 
sions of states: South Atlantic, East South Central, and 
West South Central. 


In this group of Northern states the 


colored mortality from tuberculosis 
is more than five times as high as the 
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white, while in many of the larger 
cities of the North it is six or even 
seven times as great. 

It is obvious from the foregoing 
data that Negroes should receive spe- 
cial attention in the planning of tuber- 
culosis control programs. The con- 
centration of control measures on a 
group with an unusually high death 
rate and constituting a considerable 
percentage of the population is sound 
administrative practice. Community 
protection demands that all such foci 
of infection be effectively dealt with. 

Any program for the control of 
tuberculosis, if it is to be practical 
must take into consideration the 
ability of the community to finance 
the essential activities, and for this 
and other reasons it was deemed ad- 
visable to break up the Negro popula- 
tion of the United States into three 
groups: the Southern rural, the North- 
ern urban, and the Southern urban. 

1. Southern Rural Group, consisting 
of nearly eight million Negroes 
resident in the rural districts and 
the smaller towns and cities of 
the Southern states. 

2. Northern Urban Group, consist- 
ing of approximately one and 
one-half million Negroes resident 
in the large and comparatively 
wealthy cities of the North. 

3. Southern Urban Group, number- 
ing nearly one million Negroes 
in large southern cities whose 
financial status would occupy a 
position about midway between 
groups 1 and 2. 

In general, measures for the control 
of tuberculosis among Negroes are the 
same as those for any other group. 
There are, however, certain special 
needs which should be emphasized as 


well as certain new methods which 
should be mentioned. 

One common error in a program for 
tuberculosis is the allocation of control 
activities on the basis of population 
rather than on need. For example: 
Let us suppose that a given city has a 
total population of 100,000 of which 
80,000 are white, 20,000 colored, and 
that the tuberculosis death rate per 
100,000 is 250 for Negroes and 50 for 
whites. This would mean that during 
the year a total of 90 persons died of 
tuberculosis—50 Negroes and 40 
whites. Adequate clinic service, as 
determined by the standards of the 
American Public Health Association, 
would require that 1,350 clinic visits 
be made and we shall assume that 
this was done. If, as is often the case, 
the allocation of service is on the basis 
of population, Negroes who constitute 
one-fifth of the population need only 
have made one-fifth of the visits, or 
270, to convince the health officer 
that they received their just propor- 
tion of the diagnostic service which 
the health department provides. If, 
however, allocation of service is de- 
termined on“the only correct basis— 
the number of annual deaths from 
tuberculosis—Negroes with a total of 
50 of the 90 deaths, should have re- 
ceived five-ninths of the diagnostic 
service provided, or 750 visits. 

That allocation of service on the 
basis of need makes a considerable 
difference is shown in the following 
figures: 

Number of 
Clinic Visits 
Negro White 


Total 








Allocation by 
population 270 +=©1,080 1,350 
Allocation by need 750 600 1,350 








550 THE JOURNAL OF NEGRO EDUCATION 


It is apparent that on the former 
basis Negroes receive only one-third 
of the amount of diagnostic service 
which they need and to which they 
are entitled. It is, therefore, important 
that allocation of all tuberculosis con- 
trol activities, whether hospitaliza- 
tion, clinic service or nursing service, 
be made on the basis of need rather 
than population. 

It is equally obvious that if this is 
to be done cities and states in which 
Negroes constitute ten per cent or 
more of the population must record 
all tuberculosis control activities by 
color. Otherwise it is manifestly im- 
possible to make either a fair division 
of services or an accurate appraisal 
of program. 


HOSPITALIZATION 


It is unnecessary to enlarge on the 
importance of adequate hospitaliza- 
tion facilities in a tuberculosis pro- 
gram. It is necessary, however, to 
point out that adequate sanatorium 
facilities for Negroes are particularly 
desirable in the control of tubercu- 
losis. Negroes usually live in over- 
crowded quarters and in the vast 
majority of Negro homes it is utterly 
impossible to provide for the patient 
those things which we know are es- 
sential for his recovery and equally 
impossible to give any adequate pro- 
tection from infection to other mem- 
bers of his family. 

To provide adequate facilities for 
sanatorium care there should be 
available at least one sanatorium bed 
for each annual Negro death from 
tuberculosis. 

This standard imposes no unrea- 
sonable financial burden upon the 
large cities. For the Southern states, 


however, which must assume the 
responsibility for hospitalization of 
large numbers of tuberculous patients, 
both white and colored, and which are 
handicapped by low economic status, 
it presents a different problem and 
one whose solution, in the absence of 
federal assistance, will take consider- 
able time. , 

Such states may use in the mean- 
time certain measures which while 
less effective are also less costly, as 
for example, the Burr Cottage, the 
screened porch, homes for custodial 
care, beds for the tuberculous in 
general hospitals, and artificial pneu- 
mothorax for ambulatory patients. 


DIAGNOSTIC SERVICE 


The diagnosis of tuberculosis, par- 
ticularly while the disease is still in 
an early stage, requires a careful 
physical and x-ray examination. The 
inability of many Negroes to pay for 
such service necessitates its provision 
free of charge. Here again the pro- 
vision of such service is relatively easy 
in the case of the large city since its 
population is concentrated in a small 
area and it can easily finance the 
necessary clinics. 

For the states of the rural South, 
with their populations scattered over 
large areas and their financial limita- 
tions, the provision of adequate di- 
agnostic or clinic service presents an 
extremely difficult problem. They are, 
however, making extensive use of 
mobile tuberculosis clinics which ap- 
pear to be the most effective means of 
carrying expert diagnostic service to 
largely rural areas. Each unit is in 
charge of a well-trained and experi- 
enced clinician and is equipped with 
x-ray apparatus. 
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Adequate diagnostic service for the 
residents of the rural districts as well 
as the smaller towns and cities of the 
South will come with the expansion of 
this type of service together with the 
creation of more full-time county 
and district health departments and 
the employment of more public health 
nurses, both white and colored. 

Negro physicians in general practice 
have an important part to play and 
one which is likely to be overlooked. 
The general practitioner is our first 
line of defense and he should be 
eternally on the watch for tubercu- 
losis. When the rank and file of Negro 
doctors are tuberculosis-conscious and 
are reasonably proficient in its diagno- 
sis we shall have taken a great step 
forward in the control of this disease, 
and this challenge is one which the 
medical schools will do well to heed. 
There is also a need for more Negro 
doctors specially trained in the di- 
agnosis and treatment of tuberculosis 
and, therefore, of more residencies and 
interneships in sanatoria. 

The Committee on Tuberculosis 
Among Negroes of the National Tu- 
berculosis Association! is gratified 
that largely through its efforts open- 
ings in sanatoria have been created for 
a number of Negro internes, many in- 
stitutes on tuberculosis for Negro 
doctors have been held, and at least 


1 The Committee on Tuberculosis Among Negroes 
consists of the following members: Dr. H. R. M. Landis, 
Chairman, Henry Phipps Institute, Philadelphia, Pa.; 
Dr. J. N. Baker, State Health Officer, Montgomery, 
Ala.; Dr. M. O. Bousfield, Julius Rosenwald Fund, 
Chicago, Ill.; Mr. Harvey Dee Brown, Philadelphia 
Health Council, Philadelphia, Pa.; Dr. Kendall Emer- 
son, National Tuberculosis Association, New York 
City; Dr. Marvin F. Haygood, Deputy Health Com- 
missioner, Department of Health, Des Moines, Iowa; 
Professor Charles S. Johnson, Department of Social 
Science, Fisk University, Nashville, Tenn.; Dr. C. 
Howard Marcy, Tuberculosis League of Pittsburgh, 
Pittsburgh, Pa.; Dr. P. P. McCain, North Carolina 
State Sanatorium, Sanatorium, N. Car.; and Dr. Frank- 
Ay C. McLean, Julius Rosenwald Fund, Chicago, 


two tuberculosis teaching clinics for 
Negro doctors have been established. 


HEALTH EDUCATION 


Many of the sins of omission and 
commission attributed to the Negro— 
his indifference to symptoms, his 
fatalistic attitude in the presence of 
disease, and his weakness for self- 
medication—are due to lack of knowl- 
edge and point to the urgent need for 
instruction in matters of health. 

In planning a program of health 
education one particular group should 
receive special attention, namely, the 
Negroes now in training in universi- 
ties, colleges, and teacher training 
schools. Most of this group will enter 
the teaching profession where they 
will be in a position to disseminate 
widely the knowledge of health ac- 
quired during their student days, and 
among their ranks will be found many 
of the future leaders of their race. 

The National Tuberculosis Associa- 
tion, in cooperation with many of its 
state and local associations, has for 
several years sponsored essay contests 
on tuberculosis open to Negro college 
students and Negro high school stu- 
dents. Already this has been the 
means of interesting Negro students 
in health work as a career. Each year 
the prize-winning essays have been 
published and many thousands of 
reprints distributed. Probably twenty- 
five thousand colored students par- 
ticipated in the 1936 contests. 

With the idea of still further de- 
veloping this field, the National 
Tuberculosis Association enlisted the 
interest and services of Dr. Paul B. 
Cornely, Associate Professor of Pre- 
ventive Medicine and Public Health 
of Howard University and through a 
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modest grant is cooperating with Dr. 
Cornely in the inauguration and pro- 
motion of student health activities in 
Negro colleges. His new publication 
“College Health Review’ should 
prove most helpful, and later as he is 
able to supplement his present pro- 
gram with field work there is every 
reason to look forward to real achieve- 
ments reflected in better programs of 
health education and better health 
services in Negro colleges. 

The Committee believes that there 
is an urgent need for well-trained 
Negro health education workers and, 
with the aid of the Purves Fund, is 
for the second time offering two fel- 
lowships in health education at the 
University of Michigan. These fellow- 
ships are open to the Negro nurses, 
teachers, and health education work- 
ers of the Southern states. 


HEALTH EDUCATION FOR 
Necro ADULTS 


The Committee has continued to 
promote a wider utilization of the 
Negro public health nurse. It believes 
that she is one of the most important 
factors in any health education or 
public health program for Negroes. It 
has also, with the help of a well-known 
Negro author, Mr. Arna Bontemps, 
pioneered in the production of a new 
type of pamphlet which appears to 
have met a real need and which will 
probably be reissued for use among 
both whites and Negroes. It is now 
attempting to work out some plan for 
the dissemination of health knowledge 
through the Negro press, one agency 
which has, as Professor Charles 8S. 
Johnson points out, been somewhat 
neglected and which has great poten- 
tia] value in an adult health education 


program. Health clubs offer a worth- 
while method of reaching Negro 
adults and the work of the Cincinnati 
and the Kansas City Tuberculosis 
Association is outstanding in this 
respect. 

The National Tuberculosis Associa- 
tion and its state and local associa- 
tions throughout the country also co- 
operate in the observance of National 
Negro Health Week. 


SUMMARY 


The foregoing indicates briefly some 
of the findings, some of the accomp- 
lishments, and some of the recom- 
mendations resulting from the Com- 
mittee’s five-year study of tuberculosis 
among Negroes. 

These results were made possible by 
the whole-hearted cooperation which 
the Committee has received since the 
inception of its program from health 
agencies both official and voluntary 
as well as from Negro leaders both 
lay and medical, together with gener- 
ous financial support from the Julius 
Rosenwald Fund. 

In conclusion the Committee would 
urge upon those who have in hand the 
planning and execution of tubercu- 
losis control programs, the impor- 
tance of cultivating appropriate Negro 
leadership and of securing the cooper- 
ation and assistance of Negroes in 
planning and carrying out a sound 
program. 

Tuberculosis among Negroes can 
and must be controlled but to do so 
will require energetic, prolonged and 
coordinated effort by health agencies 
both official and voluntary, by educa- 
tors both in schools and colleges, as 
well as intelligent leadership both 
white and colored. 
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CuapTreR XXIX 
THE NATIONAL NEGRO HEALTH WEEK MOVEMENT 


Roscos C. Brown, D.D.S. 


Health Educational Specialist, U.S. Public Health Service, Director National 
Negro Health Movement, Washington, D.C. 


ORIGIN OF THE NaTIONAL NEGRO 
HeattH WEEK 


The birth of the National Negro 
Health Week was the timely fruition 
of Booker T. Washington’s practi- 
cable philosophy of ‘‘head, heart, 
hand,—and health’ education for 
effective service and wholesome 
living. Dr. Robert R. Moton, Princi- 
pal Emeritus of Tuskegee Institute, 
who as successor to Dr. Washington 
in 1915, guided the National Negro 
Health Week movement toward its 
destined objectives, in his article, 
“Organized Negro Effort for Racial 
Progress,”! briefly defined the origin 
of the Health Week: 


Another movement of large public sig- 
nificance which has met with gratifying 
success and which also originated within the 
race itself is what is known as National 
Negro Health Week. This movement orig- 
inated in Virginia in 1913, but was shortly 
after nationalized by the late Dr. Booker 
T. Washington, through the medium of the 
National Negro Business League. It is an 
annual observance in which local, county, 
state, and national organizations of both 
races, as well as the Federal Government, 
now cooperate. The object, of course, is to 
improve the health of Negroes and the 
conditions under which they live, in view 
of the disproportionately high death rate 
among Negroes in America. Although the 
movement has the fullest support and co- 
operation of the medical profession, it is an 
interesting fact that it was not originated 
in that group, and that every type of or- 


1 Robert R. Moton, Annals of the American Acad- 
my of Political and Social Science, 140: 257-263, N 


ganization, from business firms to fraternal 
societies, shares in the effort. 


This brief definition should be en- 
larged to include other important 
historical data. The Negro Organiza- 
tion Society of Virginia, beginning in 
1913, had demonstrated the value of 
a popular periodic campaign for a 
general cleaning-up of homes, lots, 
fields, and the community at large in 
all parts of the state. The cooperation 
of the State Department of Health 
and the local health departments and 
of voluntary agencies in the several 
communities effected an intensive 
observance of the clean-up week 
with wholesome and gratifying re- 
sults. Dr. Washington sensed the pos- 
sibilities of such a health movement 
for the race as a whole and, in the 
year 1915 at Tuskegee Institute, is- 
sued a proclamation for a National 
Health Improvement Week, which 
later became the National Negro 
Health Week. 

Dr. Monroe N. Work, Director of 
the Department of Records and Re- 
search, Tuskegee Institute, in the 
Foreword of The South and the Con- 
servation of Negro Health,? stated: 


The Worker’s Day of the 1914 session of 
the Annual Tuskegee Negro Conference 
considered the conservation of Negro 
health. Addresses were made by the presi- 
dent of the Louisiana State Board of 
Health, the president of the Alabama 
State Board of Health, and the president 


N. Work, ed. Negro Year Book, Tuskegee: 
‘ian coe Book Publishing Company, 1914-15. 
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of the National and the Alabama State 
associations of Negro doctors. The Na- 
tional Child Welfare Association of New 
York had an exhibit at the Conference 
showing how the health of children might 
be conserved. The Louisiana State Board 
of Health sent its two Health Cars to the 
Conference in order that the thousands of 
people attending the Conference might see 
in a graphic form how sanitary improve- 
ments might be made and how diseases 
might be combated. 

Forming the basis of many of the dis- 
cussions and pointing out more surely 
than any other method the woeful loss to 
the Negro and the nation by reason of in- 
sanitation, disease, and preventable deaths, 
charts prepared by the Department of 
Records and Research of Tuskegee Insti- 
tute under the direction of Monroe N. 
Work were exhibited throughout the Con- 
ference room. These charts told the story 
of the next fifty years, a forward look, a 
picture of fifty years of health improvement 
in preparation for efficiency. The Confer- 
ence requested that these charts be printed 
so that teachers and others might have 
them to use in connection with the teaching 
of health improvement among Negroes. 


The following titles designate some 
of the charts: 


(1) The forward look, 1913-1963 

(2) Fifty years of Negro health improve- 

ment in preparation for efficiency 

In 1913, the death rate 24 per 1,000 

among Negroes—by 1963, the rate 

can be decreased to 12 per 1,000 

(4) Length of life increases wherever 
sanitary science and _ preventive 
medicine are applied 

(5) The three graces of health—pure 

food, pure air, pure water 

450,000 Negroes in South seriously 

ill all the time—18 days a year for 

each Negro inhabitant 

(7) Annual loss to South in potential 
earnings because of preventable 
deaths among Negroes $170,000,000 

(8) Annual economic loss to South from 
sickness and deaths among Negroes 
over $300,000,000—$150,000,000 of 
this amount could be saved 


(3 


wa 
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(9) It would pay the South to spend 
$100,000,000 annually to improve 
Negro health. 


The information of these charts 
was the basis of the appeal in Booker 
Washington’s call for interested or- 
ganizations and agencies to foster a 
nation-wide effort to improve con- 
ditions among the Negro population. 
Dr. Washington said: 


At the last session of the Annual Tuske- 
gee Negro Conference, some startling facts 
were brought out concerning the health of 
the colored people of the United States. It 
was shown that 45 per cent of all deaths 
among Negroes are preventable; that there 
are 450,000 Negroes seriously ill all the 
time; that the annual cost of this illness is 
$75,000,000; that sickness and death cost 
Negroes annually $100,000,000. Because of 
these facts, I have thought it advisable to 
ask the Negro people of the whole country 
to join in a movement which shall be known 
as “Health Improvement Week,” April 11 to 
April 17, inclusive, 1915. 

It is now proposed to ask the following 
organizations to cooperate in a movement 
looking to widespread efforts throughout 
the country to improve health conditions 
among our people. (The national and State 
organizations listed were representative of 
all phases of Negro life—medical, nursing, 
educational, religious, business, fraternal, 
civic, urban, and rural.) 

By means of these organizations and 
agencies all the colored people can be 
reached and influenced. They can be taught 
what to do to aid in improving their health 
conditions. Thus, the amount of sickness 
among us can be lessened and the number 
of deaths annually greatly decreased. 


Dr. Work, while president of a 
men’s Sunday club in Savannah, 
Georgia, in 1905 had demonstrated 
that “the gospel of health could be 
carried directly to the colored people 
and that they were ready to hear and 
to put into practice what was told 
them.” 
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Dr. Huntington Williams, Com- 
missioner, City of Baltimore (Mary- 
land) Health Department, has con- 
tributed to the history of the National 
Negro Health Week a significant 
local daily newspaper report of 
Booker Washington’s appearance in 
Baltimore with the late Dr. Wil- 
liam H. Welch, genius of public 
health rationalization in America. 
Abstracts of this newspaper article 
(March 27, 1915) follow: 


TuovusaNpbs ATTEND First Pusiic 
HEALTH CONFERENCE 


The opening session of the First Public 
Health Conference held (March 24) among 
the colored people of Maryland was a re- 
markable success, over 6,000 people being 
either within or around Bethel Church, 
where the conference and exhibit were held. 
Dr. Booker T. Washington, through whose 
suggestion Health Week is being generally 
observed, was the stellar attraction, and as 
he stepped to the platform to be introduced 
by the chairman of the meeting, Dr. Emil 
Novak, he was roundly cheered. 

Dr. Washington, during his address, 
emphasized the importance of the conser- 
vation of health, declared that Baltimore 
would get a new building for its Colored 
High School if each colored man would 
interest his influential white friends in the 
project, and paid a tribute to the men and 
women of the race who were aiding the 
civic and economic uplift of Baltimore. 
His address follows in part: 

“The entire South is dependent, in a 
large measure, upon the Negro for certain 
kinds of work. A weak body, a sickly body, 
is costly to the whole community and to 
the whole State from a economic point of 
view. The average length of a Negro’s life 
in the South at present is 35 years. It should 
be 50 years and this Health Movement 
serves to point the way by which the life of 
the average Negro working man may be 
prolonged. 

“The sickness and death of so large a 
proportion of its population means an 
annual loss to the South of over $300,000,- 


000; $150,000,000 of this amount could be 
saved by taking measures to prevent dis- 
ease by the simple precautions which this 
Health Movement is seeking to emphasize. 

“Let us then everywhere unite in this 
Health Movement and stand by it, because 
it means a new era for Maryland and for 
our Southern country. More and more in 
the future we must emphasize not sickness 
and death, but health and life. 

“‘As I have stated, white people and 
black people throughout this State can 
cooperate in encouraging the Negro wher- 
ever he lives to have a clean, sanitary, 
healthy community. I do not believe that 
this can be brought about by any laws that 
are meant to segregate the Negro in any 
certain part of any community or city. 
Wherever the Negro is segregated, in most 
cases, it means that he will have poor 
streets, poor lighting, poor sidewalks, poor 
sewerage, poor sanitary conditions gener- 
ally, and this reflects itself in many ways in 
the life of my race to the disadvantage of 
the white race.”’ 


THE PROGRAM OF THE Na- 
TIONAL NEGRO HEALTH WEEK 


The Health Week program as out- 
lined by the National Negro Health 
Week Committee has two definite 
objectives: (1) To provide practical 
suggestions for the local Health 
Week Committees that conduct the 
observance, and (2) to stimulate the 
people as a whole to cooperative en- 
deavor in clean-up, educational, and 
specific hygienic and clinical services 
for general sanitary improvement of 
the community and for health better- 
ment of the individual, family, and 
home. 

The time for the National Negro 
Health Week was chosen as a memo- 
rial to Booker T. Washington, its 
founder. His birthday was April 5. 
The Health Week is the eight-day 
period, Sunday to Sunday, that in- 
cludes this date. The extra Sunday 
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was added to provide an appropriate 
climax to the week’s achievement. 
When especially necessary or de- 
sirable, observance of the Health 
Week in a proximate period is per- 
missible to accomodate it to favorable 
weather conditions or a local schedule 
of related activities. 

The work-bulletin, formerly pub- 
lished at Tuskegee Institute, but 
since 1921 issued by the United States 
Public Health Service, contains the 
following information: 


(1) Statement of the special objective for 


the current year’s observance. 


(2) Suggestions for each day’s activities. 


(3 


~~ 


The days are designated Sunday, 
Mobilization Day; Monday, Home 
Health Day; Tuesday, Community 
Sanitation Day; Wednesday, Spe- 
cial Campaign Day; Thursday, 
Adults’ Health Day; Friday, School 
Health Day; Saturday, General 
Clean-Up Day; and Sunday, Report 
and Follow-Up Day. Under each 
day, a number of workable plans, are 
proposed; for example, sermons and 
“praise and appraisal’ meetings on 
Mobilization and Report and Fol- 
low-Up Sundays, respectively; per- 
sonal and social hygiene programs 
for Home Health Day; emphasis on 
Department of Health cooperation 
on Community Sanitation Day; 
concentration on most urgent health 
needs on Special Campaign Day; 
annual health examinations for 
Adults’ Health Day; health exami- 
nation and immunization of children, 
including preschool children, for 
School Health Day; and completion 
of clean-up activities during General 
Clean-Up Day. 

The plan of organization for the local 
Health Week Committee. It suggests 
a preliminary conference to outline 
the community observance. The 
Executive (or Steering) Committee, 
has direction of the campaign as a 
whole. Specific functions are dele- 
gated to associate or sub-committees 


(4 


(5 


) 


~~ 


on Special Days’ Activities, Supplies 
and Materials, Finance, Coopera- 
tion, Newspaper Publicity, Speakers 
and Clinics. These groups make 
regular progress reports to the Exec- 
utive Committee to keep the plans 
properly timed and coordinated. 
This should not be a temporary 
organization. It is urged that the 
Health Week Committee do not 
demobilize after the observance, but 
perfect and maintain a permanent 
organization for cooperation in the 
year-round Health Movement. 

A list of Suggested Sources of Cooper- 
ation. These sources include State, 
county, and local health depart- 
ments, voluntary health agencies, 
various educational, religious, and 
civic organizations. These agencies 
supply personnel, literature, visual 
education material, and other aid. 
Illustrations. The bulletin is illus- 
trated with photographs of Health 
Week activities in various communi- 
ties which are included in Health 
Week reports submitted to the 
National Negro Health Week Com- 
mittee for rating and recommenda- 
tion for the Certificate of Merit. 
A Certificate of Cooperation is 
awarded to the several participating 
organizations in the community re- 
ceiving the Certificate of Merit. 
Among the more than forty items 
on the ‘Helpful Hints” layout of 
illustrative material in the most re- 
cent bulletin were pictures of physi- 
cians, dentists, nurses, and social 
workers in medical and dental 
clinics; health center activities; well 
baby contests; public health nurses 
on duty; health exhibits; clean yards 
and home garden contests; ‘‘before 
and after’ home renovation and 
sanitary outhouse construction; 
church and school cooperation; 
Y.M.C.A. and Y.W.C.A. groups; 
mass meetings, parades, pageants, 
floats, and recreation; a State 
Governor signing Health Week 
Proclamation; forms of awards for 
achievement; and abstracts of news- 
paper articles, including one article 
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on the appropriation of $200,000 to 
build a tuberculosis sanatorium for 
Negroes in a Southern State. 


ADDITIONAL EDUCATIONAL 
MATERIAL 


The official poster is an illustrated 
announcement of the Health Week 
period with statement of the year’s 
objective. Among the titles which 
designate the objectives have been: 
More Negro Health Work (1926); Negro 
Health, Our 1927 Challenge (1927); Con- 
centrated Attack on the Negro Health 
Hazards in Every Community (1928); A 
Complete Health Examination for Every- 
body (1929); More Regular Use of Existing 
Health Services (1930); The Establishment 
of the National Negro Health Week on a 
Year-Round Basis (1931); Help Yourself 
and Your Community to Better Health 
(1932); Health First—More Than Ever 
Before, CARRY ON! (1933); Anniversary 
Aspirations: Let Us Honor Him (Booker 
T. Washington) with the Fruits of Our 
Endeavors (1934); The Family and Home 
as the Unit of Community Health (1935); 
The Child and the School as Factors in 
Community Health (1936); The Health 
Agency in Its Relation to the Community 
(1937). 


The illustrated school leaflet is de- 
signed to stimulate interest of the 
pupils. It features the rules of the 
Health Week poster contest. Poster 
entries receive award of the Certifi- 
cate of Commendation. 

Copies of the Health Week radio 
broadcast and sermon are supplied to 
the local observance committees and 
other persons who request them. 

The preliminary announcement of 
the program, which provides ad- 
vance information, is the October- 
December issue of the National Negro 
Health News. 

Entry blanks to register the com- 
munities and schools that propose to 


conduct the Health Week program 
and the poster contest facilitate the 
follow-up procedure. 

A report form is available for clas- 
sification and enumeration of results. 
The group headings are: 

(1) Clean-Up (including items of paint- 
ing and decorating, planting, insect 
and rodent extermination, repair, 
and screening) 

(2) Educational (lectures, sermons, ra- 
dio talks, newspaper articles, distri- 
bution of health material, exhibits, 
and motion pictures) 

(3) Practical (clinics and health demon- 
strations) 


Two special awards provide 
friendly competition: The Activi- 
ties Award medals for local events 
and the Progress Trophy for three 
successive years of superior achieve- 
ment. Occasionally a national award 
is donated by a cooperating agency 
for the most significant Health Week 
accomplishment as indicated by the 
merit of authenticated Health Week 
report data and accompanying il- 
lustrations. Spartanburg County, 
South Carolina, was awarded a na- 
tional trophy donated by the National 
Clean Up and Paint Up Campaign 
Bureau for the 1936 National Negro 
Health Week. The program was con- 
ducted by the Negro Health Week 
Committee under the auspices of the 
Spartanburg County Department of 
Health. A Negro physician is chair- 
man of the Negro Health Week Com- 
mittee and member of the Depart- 
ment of Health staff. 


PROGRESS OF THE MOVEMENT 


From special emphasis on clean-up 
activities as the major objective of 
the Health Week and the dissemina- 
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tion of health information by lectures, 
sermons, and literature, the move- 
ment naturally and logically assumed 
other phases of health conservation, 
such as clinics for treatment, inocu- 
lation, and periodic health examina- 
tions, practical demonstration of 
keeping fit methods, pageants, ath- 
letic contests, et cetera. 

On March 2, 1921, Dr. Robert R. 
Moton, successor to Dr. Washington 
as principal of Tuskegee Institute, 
addressed a letter to Surgeon General 
H. 8. Cumming, requesting the co- 
operation of the United States Public 
Health Service in promoting the 
National Negro Health Week and in 
carrying out a year-round program 
for the improvement of the health of 
the colored population. Dr. Roscoe C. 
Brown, lecturer and special consultant 
of the Public Health Service, at- 
tended the next Annual Tuskegee 
Negro Conference at Tuskegee In- 
stitute to ascertain the proposed plan 
of cooperation. The Conference re- 
quested of the Public Health Serv- 
ice: (1) Assistance in promoting the 
National Negro Health Week, and 
(2) guidance in formulating a year- 
round program. 

Beginning with the year 1921, the 
Public Health Service has published 
each year a Health Week bulletin, 
and since the years 1927 and 1934, 
respectively, a Health Week poster 
and an illustrated school leaflet with 
the National Health Week Poster 
Contest rules. Also, an official radio 
broadcast and a health sermon are 
made available for educational ex- 
tension of the Health Week program. 
An evaluating and planning meeting 
of representatives of cooperating 
agencies, the Annual National Negro 


Health Week Movement Conference, 
is held in the fall of the year at the 
Public Health Service building, Wash- 
ington, D.C. The call for this meeting 
is issued by the Surgeon General of 
the Public Health Service. Group dis- 
cussions of pertinent matters for re- 
port to and consideration of the 
general Conference session, exhibits of 
National Negro Health Week reports, 
poster contest entries, and other 
material, and a public meeting are 
major features of the program. Field 
service in a number of states and 
communities is provided by the Public 
Health Service through cooperation 
with official health departments and 
various agencies that foster the 
Health Week program. 

As the Health Week grew in ex- 
tent and in demands upon Tuskegee 
Institute and in the very evident 
need of continuous rather than inter- 
rupted activities for the maintenance 
and promotion of an effective pro- 
gram, ways and means were con- 
sidered, which at a Health Week 
Conference in Washington, March 19, 
1929, resulted in a resolution to the 
effect that the Health Week should be 
established on a year-round basis and 
that support be secured from in- 
terested sources. At the Annual 
Health Week Conference, October 29, 
1930, in Washington, definite action 
was taken and an executive commit- 
tee appointed to prepare program, 
budget, and plan of procedure. The 
executive committee was composed 
of a representative of Tuskegee In- 
stitute, Howard University, the Na- 
tional Medical Association, the Na- 
tional Negro Insurance Association, 
and the United States Public Health 
Service. 
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SuGGESTED YEAR-RouND PROGRAM 


1. Consultation with state health 
officers to learn first-hand of the pub- 
lic health problems relating to the 
colored population presented by the 
several counties and cities where there 
are large numbers of colored people. 

2. Contact with state and local 
Negro organizations to secure their 
aid in furthering movements for the 
protection and promotion of the 
health of the Negro and their support 
of approved measures sponsored by 
the state and local health authorities. 

3. Stimulation of the employment 
of Negro public health personnel, in- 
cluding doctors and nurses, by state 
and local health departments and 
other agencies. 

4, Consistent efforts to elevate the 
standards of training for Negro nurses 
and to induce persons with good edu- 
cational background and aptitude to 
fit themselves for public health work. 

5. Special efforts to emphasize 
health work in Negro schools. The in- 
terest of teachers and pupils alike 
should be aroused. This purpose 
might be accomplished by the em- 
ployment of doctors and nurses for 
work in the schools, health projects, 
and educational programs. 

6. Maintenance of a register of 
speakers qualified to give talks on 
public health subjects. The list should 
be comprehensive and permit a wide 
range of selection. The utilization of 
such a list would reduce much long- 
distance travel and facilitate fulfil- 
ment of requests for speakers. 

7. Establishment in the central 
office of the National Negro Health 
Movement of a list of qualified Negro 
health workers for the information of 
state and local health authorities or 
others who desire to secure the serv- 
ices of such persons. 

8. The development of a deposi- 
tory of health information relating to 
the colored population. The library 
should provide an abstracting and 
reference section. 

9. Analysis of census data and vital 
statistics to determine the distribu- 


tion of population and the nature and 
extent of health problems. 

10. Promotion of the National Ne- 
gro Health Week as a period for em- 
phasis on the general health status of 
the Negro population and the pro- 
gram for health improvement. 


These general topics were dis- 
cussed in detail to determine the 
relative importance of each and to 
consider priority and procedure in 
promotion of the various objectives. 

The National Negro Health Week 
is rallying time for the lay people of 
several states and a constantly in- 
creasing number of communities to 
cooperate in an extensive and in- 
tensive campaign for community 
cleanliness and attention to the 
health of the individual and the 
family. 

The Health Week should be con- 
ducted as a period of emphasis in the 
proposed year-round Health Move- 
ment. 

The Health Week publications is- 
sued by the United States Public 
Health Service should be continued. 
There should be another publication, 
preferably a quarterly bulletin which 
would keep interest sustained and 
information current in the long inter- 
val of Health Week observances. 

Howard University offered head- 
quarters for the year-around move- 
ment and designated the Department 
of Bacteriology, Preventive Medicine 
and Public Health of the School of 
Medicine as the specific source of 
cooperation. 

National Negro Health Movement 
was chosen for the title of the year- 
round organization to be conducted 
under the auspices of the Annual 
Tuskegee Negro Conference, the Na- 
ticnal Negro Business League, the 
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National Medical Association, and 
the National Negro Insurance Asso- 
ciation in cooperation with the U.S. 
Public Health Service, state, county, 
and city departments of health, and 
various voluntary health and civic 
agencies. The Julius Rosenwald Fund 
included the National Negro Health 
Movement in its budget for health 
service during the period of promotion 
and establishment of the organization. 
Tuskegee Institute, Howard Univer- 
sity, and the National Medical Asso- 
ciation also made contributions for 
specific purposes. 

When it became apparent that the 
support of the National Negro Health 
Movement, which was rapidly ex- 
panding in scope of program and in 
the number of participating states, 
counties, and cities, North and South, 
where a large proportion of the popu- 
lation is colored, could not be con- 
tinuously provided for with the 
limited means and facilities of the 
sponsoring agencies, a conference of 
representatives of these agencies and 
the U.S. Public Health Service re- 
sulted in a request for the Public 
Health Service to assume the respon- 
sibility for housing the organization 
and supplying the essential needs of 
the program of health education. 

Since July 1, 1932, the Public 
Health Service has provided quarters 
and operating facilities for Negro 
health work, and since July 1934, a 
director with the title of Health Edu- 
cation Specialist. The office personnel 
includes also a clerical and steno- 
graphic assistant. 

The need of a bulletin to supply 
current information on matters of 
Negro health is provided for in the 
National Negro Health News, pub- 


lished quarterly by the office of Negro 
Health Work in the Public Health 
Service. The News is a medium of 
report and exchange; its usefulness is 
attested by the constant demand for 
it from a large number of health and 
welfare agencies, various institutions, 
and libraries. 


ACHIEVEMENT 


The record of achievement of the 
National Negro Health Week move- 
ment might well be prefaced by a 
quotation from a unique book that 
recently has been published at Tuske- 
gee Institute by the first Negro Agent 
of the Cooperative Extension Work of 
the United States Department of 
Agriculture. The title is ‘“The Mov- 
able School Goes to the Negro 
Farmer.” It is a romantic story of 
vision and adventure, depicting the 
working out of Booker Washington’s 
zeal and successful endeavor to “reach 
down—and out—to the masses”’ and 
aid them in ‘the common things of 
life.”’ One paragraph of the work says: 
The Movable School idea is no longer an 
experiment. It is an investment that pays 
abundantly in dollars and cents. But the 
truly fine part of these achievements and 
the effects they are having on the masses of 
Negro farmers cannot be adequately ex- 
pressed or measured in terms of actual cash 
or pounds or bushels of farm produce. Nor 
can this type of service be comprehended 
through any statistical arrayal of facts. 


However, a statistical authority ob- 
serves correctly: 


The developments of statistics are causing 
history to be rewritten. Till recently, the 
historian studied nations in the aggregate, 
and gave us only the story of princes, dynas- 
ties, sieges, and battles. Of the people 
themselves—the great social body, with 
life, growth, forces, elements, and laws of 
its own—he told us nothing. Now statistical 
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inquiry leads him into hovels, homes, work- 
shops, mines, fields, prisons, hospitals, and 
other places where human nature displays 
its weakness and its strength. In these ex- 
plorations he discovers the seeds of national 
growth and decay, and thus becomes the 
prophet of his generation. 


So, this story uses the measuring 
rod and technic of statistical method 
to convey in concrete terms the soul 
of the subject insofar as figures can 
portray the motives and meanings of 
human life and service. 

The 1936 observance of the Na- 
tional Negro Health Week produced 
the following statistical record; that 
is, the record of activities reported to 
the National Negro Health Week 
Committee. In evaluating the figures, 
three controlling factors must be con- 
sidered: (1) Many communities do 
not report accomplishments in num- 
bers, but rather in simple statements 
of fact; (2) a great wealth of helpful 
service is not expressible in statistical 
terms; and (3) many communities, 
content with their achievement, or 
lacking facilities to organize and re- 
port data satisfactorily—or, some- 
times perhaps, putting it off until it 
is assumed that it is too late to qualify 
for the national record and award— 
do not send in reports of activities. 


SUMMARY OF THE 1936 NATIONAL 
HEALTH WEEK DATA 


Number of States Participating— 30 
Number of Communities Partici- 

pating— 2,800 
Clean-Up: 


Number of places (homes and 


ots 65,100 
Number of insect-rodent-con- 

trol activities 35,015 
Number of outhouses im- 

proved or constructed 8,100 


Number of paint-up projects 3,750 
Number of plant-and-flower 

projects 20,100 
Number of clean-up activities 

not under other headings 18,250 


Educational: 
Number of lectures 3,832 
Attendance 418,000 
Number of radio talks 264 
Number of pieces of literature 
distributed 160,310 
Number of newspaper articles 1,017 
Number of motion pictures 378 
Attendance 82,500 
Number of health exhibits 801 
Attendance 33 , 500 
Practical: 
Number of clinics 750 
Attendance 68 , 700 
Number of plays, pageants, 
games, etc. 2,005 
Attendance 121,250 
Number Awarding Local Prizes— 191 
Field Services: (Including pre- 
liminary and follow-up visits) 
Number of states 6 
Number of localities 13 
Number of days 62 
Number of organizations 
served 90 
Number of lectures and con- 
ferences 221 
Attendance 24,500 
Number of motion pictures 
and exhibits 25 
Attendance 10,315 
Copies of literature distri- 
buted 9,250 


The 1937 results are not yet avail- 
able. The observance was held April 
4 to 11. The collection, tabulation, 
and organization of the data are a 
time-consuming, painstaking task for 
both the local Health Week commit- 
tees and the National Negro Health 
Week Committee. The results will be 
published in future issues of the 
National Negro Health News. 

Information from a few of the re- 
ports from states, counties, and cities, 
North and South, which follows, re- 
duces this summary to the least com- 
mon denominator, telling more con- 
vincingly the working out of the 
Health Week program with the ulti- 
mate consumer of health information 
and service by “letting down your 
buckets where you are,” to quote 
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again the homely, but sound, advice 
of Booker Washington. 

The possibilities of the Health 
Week observance are emphasized in 
the following program of one com- 
munity in a county-wide Health 
Week campaign: Vaccination against 
smallpox; tuberculin tests; preschool 
health examinations; dental service 
for children; X-ray of children (posi- 
tive reactors to tuberculin test); 
health queen contest—raised $32.40; 
thirty-three children entered the tin 
can contest; eight parents entered the 
better homes contest; booklets made 
by all grades; six health posters were 
made; ten essays were written by 
pupils of the seventh grade; school 
was inspected by the County Health 
Sanitarian; the printing of the pro- 
grams and other matters were given 
by the Inman Times. The program 
was conducted by the County Health 
Department. 

The following abstract from the re- 

port of the director of a Parish Health 
Unit is significant: 
I am glad to tell you that the movement 
I have been working so hard to get over 
among both white and colored people, the 
Health and Maternity Center for Negroes, 
seems in a fair way to become a reality. I 
am going to make a supreme effort to make 
it a reality during the National Negro 
Health Week, that is, to consummate the 
organization. I just do not see how we can 
help but get the details worked out during 
the Week. Anyway, I feel that we are 
entitled to chalk it up as a 1936 National 
Negro Health Week accomplishment. 

One community included a simple, 
but significant, graph on the control 
of infant mortality. A ten-year period 
shows a definite decline in the latter 
five years of the period during which 
the Health Week was intensely pro- 
moted, educationally and clinically. 
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It is reported that one large city 
maintains a high standard of cleanli- 
ness and orderliness in a group of 
apartment houses with many hun- 
dreds of rooms, by use of the Health 
Week program as incentive and plan 
of procedure. 

Personal-cleanliness score cards in 
a number of communities prove effec- 
tive in securing a general improve- 
ment in groups of school children. 

In another community a ‘‘clean up 
your back yard” campaign conducted 
under the auspices of the local Health 
Department and a civic agency re- 
sulted in the removal of many tons of 
accumulated waste and the “dressing 
up” of the premises to make them not 
only more sanitary, but also inoffen- 
sive to the sense of orderliness and 
beauty. 

The trend toward organization and 
direction of the Health Week (and 
the consequent year-round follow-up) 
on the desirable state-wide and 
county-wide basis, enlisting coopera- 
tion of the many constituent com- 
munities, is evidenced by the extent 
of this accomplishment in 12 states 
and 131 counties. And there has been 
an encouraging increase in the num- 
ber of communities and persons who 
are beneficiaries of the Negro health 
movement. In a release on the 1922 
observance of the Health Week, it was 
stated : 


Although National Negro Health Week ob- 
servance in 1922 was successful and the 
achievements encouraging, it is neverthe- 
less true that not over ten per cent of the 
total colored population was reached. 
There can be no doubt that a large part of 
the remaining ninety per cent not reached 
would welcome those benefits to self, to 
home, and to the community which the 
health program offers. 
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This was a prophetic observation. 
The cumulative annual records of the 
National Negro Health Week observ- 
ance from 1925 to 1936 show the follow- 
ing increment of reporting communi- 
ties: 1925, 139; 1926, 329; 1927, 405; 
1928, 428; 1929, 464; 1930, 505 (it was 
stated in the 1930 Health Week bulle- 
tin that probably 2,500 communities 
actually observed the Health Week); 
1981, 1,250; 1932, 1,510; 1933, 1,652; 
1984, 2,307 (Note: special emphasis 
because the twentieth anniversary of 
the National Negro Health Week was 
celebrated in 1934); 1935, 2,500; 
1936, 2,800. These numbers are esti- 
mates based upon all available rec- 
ords, including correspondence, news- 
paper reports, and the break-down of 
large state and county reports. Per- 
sons reached and activities promoted 
are in geometrical ratio to the increase 
in the number of communities. 

A United States Senator, formerly 
a state health officer, speaking in the 
community mass meeting of a local 
Health Week observance, related the 
plan of the federal government to 
reach every community and all people 
by aiding the several states in enlarg- 
ing their health departments, training 
the personnel, and promoting better 
administrative and technical serv- 
ice. 

A cross-section of the comment on 
the importance and possibilities of 
the Health Week movement in many 
publications—books, periodicals, and 
newspapers—reflects not only public 
opinion but also appreciative ap- 
praisal of the observers and writers 
who interpret the movement; most 
white newspapers gave space to vari- 
ous kinds of helpful information and 
several Negro newspapers devoted 


whole issues to the Health Week pro- 
gram. 

An editorial in a Southern news- 
paper reads: 


Negro Health Week is of importance to 
both races. Disease is no respecter of per- 
sons or races. It strikes with impartiality 
and spreads without favoritism. The pro- 
moters of this movement for better health 
are to be congratulated, and they deserve 
the cooperation of all residents. 


Tuer Furure 


The members of the National Ne- 
gro Health Week Committee, which 
plans the program and reviews the 
results, are well prepared for their 
responsibility and well connected for 
intelligent and effective counsel. They 
represent all sections of the nation. 
The chairman is a specialist in the 
United States Public Health Service; 
the secretary, an executive of a large 
Western urban social service institu- 
tion, with occasional leave for special 
duty with the national parent organi- 
zation; members include a Northern 
state department of public health 
director of Negro health work; two 
directors of Negro health service in 
Southern state tuberculosis associa- 
tions; a consultant and field agent of 
a Southern state department of public 
welfare; the executive secretary of the 
national Negro nurses organization, 
with headquarters in a large Northern 
city and branches in many states, 
North and South; the field secretary 
of a Negro state-wide voluntary civic 
organization with health as a major 
interest; and a physician in private 
practice who has the public health 
point of view. 

The chairman of the advisory com- 
mittee of the National Negro Health 
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Movement, the year-round organiza- 
tion, is also chairman of the executive 
board of the national association of 
Negro doctors, with affiliated associa- 
tions of Negro hospital personnel and 
Negro life insurance medical ex- 
aminers and constitueus organizations 
in all parts of the nation; the secretary 
of the committee is dean of a Negro 
medical college. 

All of these are colored persons who 


have the confidence and support of 
the institutions they serve. Interracial 
interest and conference in many com- 
munities are being translated into 
definite planning and concrete action. 
“The principle of participation” of a 
group to be helped in the plans and 
services of such assistance, through 
representatives chosen from the group, 
is receiving the timely consideration 
it deserves. 
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HEALTH EDUCATION OF NEGROES PROVIDED 
BY PRESS, RADIO, AND THEATRE 


F. Rivers BARNWELL, B.A., S.T.B. 
Director, Negro Health Service, Texas Tuberculosis Association, Austin, Texas 


The press, the radio, and the 
theatre are not primarily educational, 
but we assume that the three media 
have educational value. The press is 
a business. It sells advertising space 
and in order to do that it needs circu- 
lation and circulation is dependent 
upon interest of the readers. Radio 
lives by its sales of time and carries 
strictly educational programs only to 
such a degree as they are audience- 
building and necessary to comply 
with Federal laws which compel radio 
stations to devote some time to edu- 
cation. The theatre is entertainment. 
Folks go to see a legitimate play to be 
entertained and not to learn lessons. 

Health education is concerned with 
positive, constructive health-building. 
Diseases, as such, come into the pic- 
ture only to relate problems which 
demand definite health education. A 
wider understanding of the problems 
of health among Negroes and the 
exact contribution which the press, 
radio, and theatre may make to the 
preservation and improvement of 
health and well-being is needed and 
not yet fully revealed. According to 
Booker T. Washington: 

The future of the race depends upon the 
conservation of its health. As a leader of his 
people, he was fully aware of the tremen- 
dous and needless loss of life among infants, 
children, and adults due to preventable 
illness and the lack of proper medical facili- 
ties. He was equally conscious of the sick- 
ness and loss of vigor attributable to im- 
proper nutrition, poor care, unhygienic 


environment, and low economic status. As 
an educator, he believed that knowledge 
constituted one of the first tools to be used 
in advancing the health and welfare of an 
individual or a race—a knowledge of actual 
problems and facts which might motivate 
organizations toward an effort to improve 
health conditions among colored people, 
and which might stimulate the people 
themselves to understand and_ utilize 
proven measures for obtaining wholesome 
well-being.! 


Washington served well and was 
too short-lived to accomplish more. 
He issued the challenge and his in- 
spiration fell upon many individuals 
and organizations that caught his 
spirit and purpose. Health education 
and health interest have advanced 
greatly over the last quarter century. 
In three states, Illinois, North Caro- 
lina and Texas, Negro physicians 
have been attached to the State De- 
partments of Health for special health 
service among Negroes, and there is a 
growing disposition to place the Negro 
in positions of health education and 
health service where he can best inter- 
pret the needs of Negroes. The Texas 
Tuberculosis Association was the first 
health agency in Texas to demon- 
strate this need by employing a Negro 
to do health education work with his 
race. 

THE PREss 
One way of judging the importance of 
these agencies is in terms of the number of 
people reached by them. The number is 


1 Estella Ford Warner, Surgeon, United States 
Public Health Service. 
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large. Except in sparsely settled areas, a 
large number of American homes take at 
least one newspaper, for the total circula- 
tion of daily newspapers is about 43,000,000 
and there are only 31,000,000 families.* 

With the increase in literacy, the Negro 
press has the opportunity to be a medium 
of health education. This has as yet been 
but partially sensed, the concern being 
chiefly with matching the tabloids in arous- 
ing emotions without a corresponding de- 
posit of useful knowledge. These papers 
are widely read and discussed, and further 
neglect of this agency as a means of social 
enlightenment is next to criminal.$ 

The contribution of the Negro press in 
furthering and promoting health education 
among Negroes in the past has been a con- 
siderable one, and its usefulness in this direc- 
tion in the future will be increased in direct 
proportion to the increase in colored readers 
of their own periodicals and journals. 
Almost without exception, the Negro news- 
papers of the country give generous space 
to all programs, national and local, aimed 
at bettering the health of Negroes. Chief 
among these activities has been the pro- 
gram of the National Tuberculosis Associa- 
tion, which nationally and through its 
branch or affiliated organizations, has done 
commendable work in reducing the alarm- 
ing death rate from this dread disease 
among Negroes. By emphasizing for its 
readers the necessity of fresh air, sunlight, 
sanitary living conditions, and precaution- 
ary measures to check the disease in its 
early stages, the Negro press has been of 
great value as a cooperative agency in the 
fight against tuberculosis. 

The Negro is also found fronting the 
battle against the many other diseases and 
chronic ailments. The press releases infor- 
mation (within ethical limits) concerning 
prenatal care of the expectant mother, child 
welfare, personal hygiene, dental care, and 
dental infection as it relates to diseases of 
the body. The Press has directed the atten- 
tion of its readers to the need for hospitali- 
zation in certain cases, for periodic exami- 
nation by physicians, and for visits by the 
poor and indigent to reputable hospital 


21. Keith Tyler, Radio Service—Abreast of the Times. 
*C. 8. Johnson (Paper at Southern Tuberculosis 
Conference, Knoxville, Tennessee, October 1934.) 


clinics for examination and treatment. 
Also, through the Associated Negro Press 
and other news agencies, the papers give 
publicity to the plans and programs of 
national, state, and local organizations, 
composed of the Nation’s outstanding 
members of the allied professions of medi- 
cine, dentistry, pharmacy and nursing, 
which are guardians of the health of colored 
people. 

The Negro press has accomplished much 
in this direction in the past, and with the 
raising of the economic level among 
Negroes, along with that of other races, 
can do more in the future.‘ 


In recent years, practically all im- 
portant magazines and newspapers 
have sensed the demand of their 
readers for a health column. To meet 
this demand, the press has provided 
health articles, either individual or 
syndicated at considerable cost, satis- 
fied that the public demand for a 
specific item justifies the expense. The 
Afro-American of Baltimore, Mary- 
land, was the first Negro newspaper 
to publish news of the fight against 
the venereal diseases and to use the 
terms gonorrhea and syphillis. Among 
racial magazines, Opportunity, pub- 
lished by the National Urban League 
ranks high in constructive health 
articles. During this month, the writer 
has been asked by the Editor of Op- 
portunity to contribute an article on the 
health of the Negro in Texas. 

There are three sections of a news- 
paper through which health educa- 
tion might claim the attention of its 
readers: (1) The editorials, for which 
the health facts should be assembled 
by an authority in health education. 
With certain pointers to the editor, 
he should be able to write a meaning- 

4C. A. Barnett, Contribution of the Negro Press to 


Health Among Negroes. Chicago: Associated Negro 
Press, 1937. 
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ful article; (2) regular weekly health 
articles by a physician who is recog- 
nized as authority on the subject pre- 
sented; (3) front page articles—this is 
the type of article that commands the 
attention of the greatest number of 
readers. These articles usually pertain 
to current happenings, epidemics and 
how to control them, and special 
health education campaigns, such as 
the National Negro Health Week, and 
immediate tuberculosis or venereal 
disease control programs. 

“In San Antonio, Texas, there were 
collected from the daily and weekly 
newspapers from January to July 
1936, a period of six months, 39 clip- 
pings, 34 news stories and five edi- 
torials, measuring 334 column inches 
of space.’’> All of this publicity was in 
connection with the health service of 
the Volunteer Health League, one of 
many local organizations of like name 
and purpose in the State of Texas 
operating for constructive health 
among Negroes in observance of the 
Negro Health Week and throughout 
the year. If we could gather for a 
single year all the press articles relat- 
ing to the health of the Negro, includ- 
ing the annual Health Week cam- 
paign, I am sure they would show a 
convincing total of health education, 
accomplished through the medium of 
the press. 

The Detroit, Michigan campaign 
to stamp out tuberculosis had the sup- 
port of the Detroit News, which car- 
ried front page articles featuring this 
campaign for twelve days, and radio 
station, WWJ, which broadcast 
health dramas. The full story is epit- 
omized in these words: 


5 Report, Volunteer Health League, 1936, San An- 
tonio, S. J. Sutton, Chairman. 
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The result is history. The campaign took 
Detroit’s citizens by storm. Demands from 
citizens for direction to service for them- 
selves and their children flooded the De- 
troit News. The city’s most noted pastor 
announced that this was not only a matter 
of public health or economics but also a 
matter of religion. Immediately after the 
twelve-day campaign, the mayor of the 
city and the city council unanimously 
provided the exact amount of money asked 
for, $200,000, for the first year’s case-find- 
ing and epidemiology. They furthermore 
recommended similar appropriations for at 
least a five-year period. They could do no 
more, since limitation of actual appropria- 
tion to one year is required by the city 
charter.® 


J. Alston Atkins, Editor, Houston 
Informer, says: Negro educational in- 
stitutions do not recognize the poten- 
tial value of the Negro newspaper. 
They do not offer courses that will fit 
the Negro graduate to edit a news- 
paper. A function of the press is to 
encourage the Negro to provide in 
part for his own health needs and 
awaken Negroes of means to contrib- 
ute financially to needed social move- 
ments. The press and education must 
work together; for unless educational 
institutions teach Negroes the value 
of health, they cannot be expected 
to understand what they read in the 
papers and to support any movement 
that would improve the health of the 
Negroes. 

THE Rapio 


The radio is the most important 
social phenomenon since the inven- 
tion of printing. It has been an organ 
of free speech, not dominated by any 
particular group or faction. This point 
in its favor is at the same time re- 
sponsible for its failure always to pro- 


duce the best results. 


* ‘Detroit Fights Tuberculosis,’ The Health Officer 
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The whole world listens to the 
radio—professional men and women, 
farmers, laborers, housewives, young 
people, boys and girls—and hear pro- 
grams, good and bad. 


The estimated number of families with 
radios last year was nearly 23,000,000 out 
of a total of 31,000,000 families. This is 
approximately 78 per cent of all the families 
in the country, rural and urban. If we con- 
sider only the cities of over 10,000 popula- 
tion, the percentage rises to nearly 93 per 
cent. Apparently the radio is no longer a 
luxury, for it is found in homes of high and 
low degree, from Maine to California.’ 


The education provided by press, 
radio, and theatre is more effective 
than the education provided by most 
homes and schools. There are today 
many good programs disseminating 
health education. Some are sponsored 
by private corporations interested in 
advancing scientific knowledge; others 
are provided by official and voluntary 
organizations, national, state, and 
local. Every day in Detroit the City 
Health Department broadcasts a lec- 
ture or short drama, pointing out the 
causes, symptoms, prevention, and 
control of diseases, especially those 
that cause epidemics. In February 
1937, there was a light epidemic of 
scarlet fever and diphtheria. Daily 
the Detroit Department of Health 
broadcast in laymen’s language the 
control and prevention of these two 
diseases. It was realized that educa- 
tion is more effective than isolation 
as the usual control measure. 


Physicians with good reason deplore the 
character of some programs which are 
heard over the air, but in so doing they 
should not forget that the radio has con- 
tributed greatly to the furtherance of 


71. Keith Tyler, January 23, 1937. Radio Division, 
Ohio State University. 








health education. The remedy for some of 
the shortcomings of the radio is indicated 
by the fact that the same shortcomings are 
evident in the press, theatre, the motion 
picture, the magazine, the novel; indeed, 
all forms of expression reflect the funda- 
mental weaknesses of the American people. 
The remedy, if there is a remedy, lies in 
educational endeavors of the character of 
the one herein described, in which the 
medical profession and the radio industry 
cooperate for the information and instruc- 
tion of the public through vital, attractive, 
and entertaining programs. 

There were a few programs of education 
character which stood out in bold relief 
against the uniformly uninspiring back- 
ground of talk. Among these, the “Devils, 
Drugs, and Doctors”’ series sponsored by a 
company manufacturing kodaks; the 
“Highlights from Medical History,’”’ by 
a large pharmaceutical house; and drama- 
tized programs by the Detroit Health 
Department. Here and there efforts were 
made by purely educational groups to in- 
fuse a little life into health education pro- 
grams. Among the earliest of these was 
the broadcasting of a dramatized series of 
episodes depicting the work of the health 
department of the city of Racine, Wiscon- 
sin. Since that time a modified dramatiza- 
tion program has been employed by the 
Iowa State Health Department in coopera- 
tion with the Iowa Medical Society, by 
the Connecticut State Department of 
Health, and by the Medical Society of 
Erie County, N. Y. It was not until 1935 
that the American Medical Association 
undertook a dramatized series of radio 
health programs. It was decided to retain 
the title, ‘Your Health,” under which the 
American Medical Association has been 
broadcasting radio talks over the NBC 
network for two years prior to the invita- 
tion of the dramatizing program.® 


At the 1936 meeting of the National 
Dental Association, an organization 
of Negro Dentists, at Cincinnati, Ohio 
an appropriate radio interview was 


9W. W. Bauer, ‘‘Dramatiging the Health Mes- 
sage,” A.M.A. Bulletin, October, 1935. 
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conducted. The National Negro 
Health Movement, sponsoring the 
National Negro Health Week, a very 
definite and well-developed health pro- 
gram for Negroes, stimulates many 
broadcasts annually over many radio 
stations of the country. 

For thirteen years, consecutively, 
Radio Station WBAP, Fort Worth, 
Texas, owned by the Fort Worth 
Star Telegram, has broadcast the 
health program of the department of 
Negro Health Service of the Texas 
Tuberculosis Association during the 
Negro Health Week observance. The 
comment is often repeated in letters 
from the management of the station 
that they always look forward to this 
annual occasion and are glad to have 
part in such a worthy cause. The Dal- 
las County Medical Society broad- 
casts regular health education talks 
over Radio Station KRLD; the 
speaker is known as Dr. KRLD. For 
four consecutive years, the Fort 
Worth-Tarrant County Tuberculosis 
Society has given weekly health edu- 
cation broadcasts over Radio Station 
KTAT with very favorable com- 
ments. A more recent broadcast on 
the facilities of the new Tuberculosis 
Sanatorium brought in a deluge of 
mail from persons in Texas and out 
of Texas asking for hospitalization. 
The Province of Manitoba, Canada 
Department of Health and Public 
Welfare broadcasts weekly a series of 
health talks on ‘Health Problems of 
Today” and a series of dramatized 
episodes about ‘“The Healthwell Fam- 
ily.’ The Social Work Publicity 
Council cites the ‘(Health Hunters” 
broadeasts of the New York State 
Department of Health in listing them 
among ten outstanding events of 


social and health publicity for 1934— 
35. The National Life and Accident 
Insurance Company broadcasts over 
Radio Station WSM, Nashville, Ten- 
nessee, a health series, ““Man’s Fight 
to Live.’”’ Radio Station KPRC at 
Houston, Texas, broadcasts weekly 
health education dramatizations pre- 
pared by the dean of the Dental Col- 
lege; and at Fort Worth the City 
Health Department has weekly health 
talks over Radio Station WBAP. The 
principal educational institutions of 
the country utilize this medium to 
extend education. Many individual 
groups that are making regular use 
of the radio as a means to further 
health education could be mentioned. 
President Franklin D. Roosevelt 
says, ‘‘Radio broadcasting is an es- 
sential service to the American home 
in molding of public opinion. It must 
be maintained for the American 
people, free from bias or prejudice or 
sinister control.’’!° 
Any means of communication that reach- 
es more than 17,000,000 homes in the 
United States, many of which lack every 
other type of cultural stimulus, is obviously 
potentially useful in the promotion of the 
public weal and in the building and nurture 
of American ideals. Experiments over the 
past twelve years, in spite of numerous and 


heavy handicaps, have confirmed the 
practicability of this usefulness." 


The radio from the standpoint of 
the medical profession is an important 
factor in helping to determine rela- 
tions between the profession and the 
public. It is valuable too in the build- 
ing of better understanding between 
doctors and laymen, and as such 
should be used skillfully and under- 
standingly to its uttermost possibili- 


10 Education by Radio 6: 12, D 1936. 
11 Education by Radio §: 1, Ja 1935. 
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ties, both by broadcasters and listen- 
ers.” 


It seems to me that the medical profes- 
sion cannot afford to disregard this very 
strong force which is rapidly becoming or- 
ganized and crystalized in the educational 
field. It seems to me that the medical pro- 
fession ought to lay plans very carefully 
and very early to utilize this to the very 
best advantage." 


Tue THEATRE 


For convenience we group the 
terms drama and moving pictures 
with the theatre. 

The theatre is an institution of vis- 
ual instruction. It has been classed by 
most leading psychologists as the best 
method of instruction we have today. 
It has supplemented the lectures as 
the best public health education 
measure. Lectures, lantern slides, and 
films are used to emphasize points 
which otherwise could not be made so 
forceful. 


Illustrative films and slides appeal to 
adults as well as children. They are used 
in fields of health education. In the school 
health program, films and slides can be 
used to simplify and vivify courses in hy- 
giene, sanitation, and physiology. The 
motion picture is powerful to an unexpected 
degree in affecting the information, atti- 
tude, emotional experience, and conduct 
pattern of children." 


This statement is found true by most 
teachers. In adult education, the peri- 
odic health examination and early di- 
agnosis campaign produced through a 
story or plot is a very effective means 
disseminating health information. 
The theatre is not only entertain- 
ment but education as well, but here 


2 W. W. Bauer, op. cit. 

8 R. G. Leland, “Rating the Radio,” A.M.A. Bulle- 
tin Vol. 26-3 March 1931. 
P pot H. Forman, Our Movie Made Children. (1933.) 





too you get the constructive and de- 
structive and the evaluation process 
must be used to select the best contri- 
butions. The rigid censoring of thea- 
tres against immoral tendencies has 
greatly improved both stage and film 
productions. 

Dramatic art has at all times been 
enlisted as an aid to the enlighten- 
ment of people. It moves to action and 
arouses response to a definite pattern. 
Brieux said, ‘It is in the theatre that 
one may present some of the problems 
which demand social and public ac- 
tion.””® 

Undoubtedly, one of the most grip- 
ping educational pictures of 1936 was 
“The Life of Louis Pasteur,” by 
Sacha Guitry, which was shown in 
the best theatres of the country. It 
pictures the struggle against unbeliev- 
ing and criticizing men of the pro- 
fession to demonstrate inoculation 
against rabies. During its pre-view 
the little boy, now a man, upon whom 
Pasteur performed his first inocula- 
tion was present in a wing of the thea- 
tre. When asked why he was so 
concerned, he said, ‘‘I am the first 
one whose life was saved by Monsieur 
Pasteur!” It is truly a film that tells 
a health story; a play in which is 
staged a man of science, a man of 
love, a man of genius; a play which 
has contributed as much to enlighten 
an American public in the science of 
medicine as any written text—The 
seeing eye is all convincing. 

And what shall we say for ‘White 
Angel,” dramatizing the pioneer health 
nursing service of Florence Nightin- 
gale! Surely it must inspire all nurses 
to rededicate their lives and services 


1% Melvin J. Vincent, Influence of Drama on Humane 
Attitudes. 
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to the tender ministry of nursing. 
During the 1936 Christmas Seal Sale 
Campaign a most educational story, 
“The Romance of The Seals” was 
broadcast over Radio Station NBC so 
convincingly that it was a definite 
factor in bringing larger returns to the 
sale. 

Today we are not at a loss for plays, 
films, and slides to dramatize health 
education. We can find in many state 
departments of health, in the federal 
government, in national and state 
tuberculosis associations, in the large 
universities, the Metropolitan Life In- 
surance Company, the John Hancock 
Life Insurance Company, commercial 
film concerns, and many other agen- 
cies interested in health and welfare 
these educational aids, made available 
at little or no cost. 

Motion pictures, either silent or 
sound, should be a part of the equip- 
ment of any organization undertaking 
health education service. One may 
talk about modern weapons for con- 
trolling diseases, but to show these 
weapons in action by use of moving 
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pictures is much more effective. It is 
far more convincing. 


Recently a group of scientific investiga- 
tors from the faculties of a number of our 
leading universities have attempted to de- 
termine objectively what the educational 
influences of the theatrical movies are. 
Holaday and Stoddard of the Indianapolis 
Public Schools and the University of Iowa, 
respectively, working for several years 
under a grant from the Payne Fund, have 
found that children, even children as young 
as eight years of age, are not ignorant of 
most of what theysee in the modern movies. 
They found, using the adult score as a basis, 
that children of eight and nine years made 
60%, those of 11 and 12 made 75%, and 
those of 15 and 16 made 91%. They also 
found that children remember nearly 100% 
of this information for months afterward, 
indicating that what is seen in the movies 
is not transitory and soon forgotten, but 
rather it is more permanent than learning 
obtained through most of the traditional 
school methods. As educators charged with 
direction and development of the future 
citizenry, we ought to interest ourselves in 
the production and in the greater use of 
motion pictures." 


16 Visual Instruction in our Schools. University of 
Wisconsin. 
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THE HEALTH STATUS AND HEALTH EDUCATION OF NEGROES 
IN THE UNITED STATES: A CRITICAL SUMMARY 


Ray Lyman Wisur, M.D., LL.D. 
President, Stanford University; and President, American Social Hygiene Association 


Health is a positive state, and the 
degree of it influences germ plasm, 
foetal development, and life in all of 
its stages. A pair of healthy grand- 
fathers and of healthy grandmothers 
is the greatest personal asset a human 
being can have. This series of studies 
on the health status and the health 
education of the Negro brings out 
facts and presents forces that are of 
the utmost significance to our country. 
Surveying just where we are gives us a 
chance to steer more promptly to 
where we should be and can go. 

In general, the series of papers mak- 
ing up this Yearbook bring out the 
difficult health conditions which the 
Negro has to meet in his home, at 
school, and in his community; but 
most of the facts presented indicate 
that there has been encouraging im- 
provement in the past two decades. 


HEALTH STATUS 


Examination of vital statistics has 
been made from many points of view 
by investigators whose facts and 
figures show the major health prob- 
lems of the past and indicate where 
future efforts should be directed to 
accomplish the most positive gains. 
Dr. Louis I. Dublin points out that 
“taking the country at large, or rather 
the Registration states, for the latest 
census year, namely 1930, the stan- 
dardized death rate of white persons 
was 9.9 per 1,000 of population; that 
of the colored was 18.0. This means 


that the colored death rate was 82 
per cent higher than the white.” Dr. 
Dublin analyzes further the excess 
death rate of Negroes over that for 
white by sex and age periods as shown 
in 1935 by the comparative standar- 
dized death rates for more than 14 
million white persons and nearly 2 
million Negroes insured in the In- 
dustrial Department of the Metro- 
politan Life Insurance Company: 


At every age period, from infancy to 
old age, and for each sex, the death 
rate for colored persons is in excess of 
that for whites. In every age group 
the excess is more pronounced for 
females than for males. Colored in- 
fants of each sex suffer from death 
rates approximately 80 per cent above 
those of the whites. From five years 
of age up to adolescence, the margin is 
54 per cent excess for males and 63 
per cent for females. The most pro- 
nounced differences, however, are 
found between 15 and 25 years, where 
the death rate for colored boys and 
young men runs nearly two and a half 
times that for the whites, and where 
the mortality among colored girls is 
more than three times that for young 
white women. ... 


These higher death rates necessarily 
mean curtailed longevity. This is true, 
especially because one of the impor- 
tant items in the excess mortality of 
Negroes is their high infant death 
rate. The death of a colored infant 
cuts off, at one stroke, 48 years of life, 
and when there is a heavy infant 
mortality, the life expectation is very 
seriously affected. The latest reliable 
figures relating to the general popula- 
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tion for the period 1929-1931 show a 
life expectation at birth of 47.52 for 
colored males and of 49.53 for colored 
females, as compared with 59.31 years 
and 62.83 years, respectively, for 
white persons. 


It is striking that in the matter of 
expectation of life, the Negro of today 
is not far from his white neighbor of 
about a generation ago. 

It is also clear, from the trend of 

mortality rates worked out by Mary 
Gover, that the Negro is profiting by 
the improvements in the general 
health conditions in the Southern 
states, from better health organiza- 
tion and health management. She 
states that: 
Mortality among Negroes of the 10 
Southern states of the registration 
area of 1920 has declined from 16.2 in 
1920 to 15.8 per 1,000 in 1933, or 2.5 
per cent. The greatest decrease has 
occurred in the ages under 5 years 
although the rates have declined for 
every age group under 30 years. Over 
30 years of age mortality of colored 
persons has increased since 1920. The 
decline in mortality in the younger 
ages has been largely due to a decrease 
in the rates for typhoid, diphtheria, 
tuberculosis, diseases of the stomach, 
puerperal diseases and diseases of 
early infancy; the increase in mor- 
tality in the older ages has been 
largely due to cancer, cerebral hemor- 
rhage, diseases of the heart and 
diseases of the arteries. 


In making comparison of the prin- 
cipal causes of deaths among Negroes 
Dr. S. J. Holmes offers the conclusion 
that “from the standpoint of biologi- 
cal survival the most formidable 
enemies of the Negro are tuberculosis, 
the respiratory infections, venereal 
diseases, uterine cancer, the intestinal 
disorders of infancy, and puerperal 
fever...the diseases which kill 


people before the close of the repro- 
ductive period.” 

All of the pertinent papers included 
in this series of mortality studies in- 
dicate that tuberculosis and syphilis 
play the largest part in the present 
disease picture of the Negro. In spite 
of these diseases, and the figures given 
regarding death rates, we must agree 
with Dr. Dublin’s statement that 
“the Negro in America, far from being 
destined for extinction, is steadily 
lowering his death rate and adding to 
his life span.” 

We will not have an understanding 
of what the possibilities are regarding 
the future unless we appreciate what 
the army investigators Love and 
Davenport! reported in regard to 
Negro troops in a previous study re- 
ferred to by Dublin. They show that: 


...the nervous system of Negroes 
shows fewer cases of instability than 
that of the whites. Only about one- 
third as many cases, per 1,000 ex- 
amined, of neurasthenia and ‘con- 
stitutional psychopathic state’ were 
found in Negro troops as in the white. 
There were fewer eye and ear defects, 
and only half as many cases of func- 
tional cardiac disturbances of nervous 
origin. There was less diabetes and 
gall-bladder infection and fewer cases 
of urinary calculus. The skin of the 
Negro was found to be more resistant 
to micro-organisms than that of the 
whites. Only one-third as many acute 
abscesses and infections of the con- 
nective tissues of the skin, and only 
one-quarter as many boils were found; 
there was much less dermatitis arising 
from traumatism. Venomous bites 
and stings were found to have less 
effect on the Negro, who has a 
thicker, tougher, more active and 
more highly pigmented skin than the 

1A. G. Love, and C. B. Davenport, ‘A Comparison 
of White and Colored Troops in Respect to Incidence 


of Disease,” Proceedings of the National Academy of 
Sciences, Vol. 5, No. 3. 
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white man; and this is doubtless both 
a mechanical and a chemical protec- 
tion against micro-organisms which 
are responsible for certain diseases. 


It is quite clear that the Negro is 
good, tough, human material; that 
his body and his nervous system per- 
mit him to meet all sorts of conditions 
with a surprising degree of equanimity 
and that, while his mortality rate is 
high, so is his rate of reproduction. 


ENVIRONMENT AND FACILITIES FOR 
THE MAINTENANCE OF HEALTH 


Since the Negro race as a segment 
of our people has remained at a lower 
if not the lowest economic level, the 
study of environment is of paramount 
significance in understanding the 
health problems of the Negro. 
Whether we view him in the iso- 
lated rural areas of the Southern 
states, or in the mazes of Harlem, 
we find him living, broadly speaking, 
under conditions as poor as exist any- 
where within our population. The 
migration of the Negro to the North 
has been a step forward insofar as 
health conditions and health educa- 
tion are concerned. While the North- 
ern Negro has a better opportunity to 
go to the public schools and be edu- 
cated, he has greater competition in 
findings jobs suitable to his talents. 
In the South are concentrated all of 
the problems of the rural Negro. They 
are intensified by ignorance, type of 
occupation, old customs, and a gen- 
erally low economic status. They have 
to meet, as Dr. Poindexter points out, 
malnutrition, soil pollution by human 
excreta, and a colossal ignorance of 
personal hygiene and venereal disease 
prophylaxis. 

These conditions are so bad that 





they will inevitably become better; for 
the improvement in the economic 
status of the Southern States and the 
general health education that is going 
on will be of great benefit to the rural 
Negro. The greatest prospect for the 
improvement of Negro health will 
come through direct attacks on the 
causes of disease by the health officials 
and by improvements in economic 
and occupational environment. It is 
likely that greatest immediate head- 
way will be made through public 
health work in the states and local 
communities. 

There are many ways in which the 
Southern rural Negro could have a 
marked improvement in his environ- 
ment and his food supply without 
material expense. But these improve- 
ments would have to come largely 
from the activities and understanding 
of the Negro himself. We have a dis- 
tinctly lower status of health in the 
Negro, and we can bring him to a 
degree of health understanding far 
beyond his present position through 
education. Here is a unique oppor- 
tunity for research and for those who 
are interested in making education 
effective at its lowest level. Illiteracy 
is one of the greatest obstacles to 
health education. Anything that is 
done which will improve the under- 
standing of the Negro will improve 
his physical conditions, health status, 
prospect for longer life, and _ will 
thereby increase the strength of our 
nation. 

A large part of the improvement in 
the general conditions of the American 
people has come through marked ad- 
vance in scientific medicine and a 
definite improvement in the quality 
of medical care. The equipment re- 
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quired by scientific medicine has de- 
veloped at a rapid rate all over the 
country. The poorest equipment, the 
poorest medical care, concentrate in 
the areas where Negroes form the 
largest part of the population. As 
Michael M. Davis says: 

Low income is correlated with less 
medical care; and this in spite of the 
fact which all of us recognize, that 
most physicians are willing to give 
their services in case of need, even if 
the patient cannot pay. 


Race accentuates the economic prob- 
lem. Color restricts the Negroes ac- 
cess to many medical facilities and 
services, even in those instances when 
he could pay for them, or when they 
would be given to a sick person for 
whom the race difference did not enter. 
So the race problem complicates and 
increases the economic problem of 
medical care which many Negroes 
face along with other poor people. . . . 
Physicians, dentists, hospitals, and 
nurses are not distributed geographi- 
cally in proportion to population. 
They are distributed, in the main, in 
proportion to the wealth of the popu- 
lation. 


So far the Negro race itself has 
supplied but few adequately trained 
physicians and nurses. The efforts 
now being made at the Howard Uni- 
versity Medical School in Washing- 
ton, D.C., and at the Meharry Medi- 
cal College in Nashville, Tennessee, 
will in the course of a few decades 
have a beneficent effect. It certainly 
is encouraging to know that we have 
twelve times as many Negro nurses in 
the Southern states as we had ten 
years ago; but only a small fraction of 
the real need has been met. Again, in 
connection with nurses and doctors, 
as well as with hospitals and clinics, 
we have to meet the problem of low 


economic status and high costs of 
good public health service and ade- 
quate medical care. 

There are, though, many reasons 
for encouragement. We are under- 
standing more all of the time just 
what the needs are that must be met. 
One can be most encouraged by look- 
ing back fifty years to see just what 
was done in America regarding the 
insane and crippled, or otherwise 
handicapped children to see how 
much progress has been made. While 
what is being done now in these fields 
for the Negro is inadequate and de- 
plorable, we have reason to anticipate 
a general betterment with the im- 
provement and transfer of health 
facilities more and more to the Negro 
as one set of physical conditions or one 
group of diseased individuals is 
handled, and the opportunity offers 
to take on another group. The Negro 
will benefit most from the success of 
the programs that now help the white 
man. Every successful step in preven- 
tive medicine leaves that much more 
medical energy which will go to the 
benefit of the Negro. 

Dr. John B. West brings out one 
of the difficulties that we will have to 
meet in bringing the Negro into prop- 
er relationship with all of the phases 
of health: 


Undoubtedly, mysticism, voodooism, 
and quackery play an important part 
in impeding the progress of the Negro 
in health education. Let it not be be- 
lieved for a moment that such prac- 
tices are peculiar to the Negro. Super- 
stitions abound in all races, and it is 
merely the fact that their prevalence 
is more notable among inhabitants of 
countries with warm climates that 
makes it worthy of comment here. 
Nor is such practice confined to the 
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back woods. In a large Eastern city 
a few years ago, a man who styled 
himself a ‘Professor of Medicine’ 
allegedly treated a Negro woman for a 
disease which he said was due to ‘a 
belly full of lizards.’ So realistic was 
his description of the condition that 
the woman believed she could ‘feel 
one hop over here, and another over 
there,’ pointing to various areas of 
her abdomen. ‘Professor X’ treated 
her by feeding her special religious 
bananas at a cost of some fifty cents 
each, stating that the lizards would 
eat the bananas instead of eating her 
flesh. When offered competent medical 
aid, she refused, and returned to 
‘Professor X’ who treated her until 
her funds were exhausted. Then he 
advised her that the ‘big lizards had 
hatched out little lizards, and they 
were all fighting, so there was nothing 
more that could be done.’ This woman 
was suffering from syphillis, and is 
now allegedly in a sanatorium for the 
insane. Health education would prob- 
ably have prevented her present con- 
dition, and the cost of such education 
would have been negligible when com- 
pared to the expense of maintaining 
her as a charge of the state until she 
dies. Similar stories are told as bona 
fide incidents, such as the one de- 
scribing a druggist who sold ‘pow- 
dered human brain, for all aches, 
pains and nervous diseases,’ which 
remedy was found to be powdered 
talcum. These, and far too many other 
atrocities of similar nature help make 
urgent the need for health education. 


This belief in magic, superstition, 
and confidence in quacks is by no 
means confined to the Negro race. 
Anyone who has been in an extensive 
medical practice can duplicate for 
white individuals every part of Dr. 
West’s comment. But we must an- 
ticipate that we have several genera- 
tions before we can expect the average 
Negro to have an appreciation of 
medical care equal to that of the 








highest level of his present white 
neighbor. Among the least informed of 
our fellow citizens, white or black, 
the understanding of public health 
procedures and of what modern 
scientific medicine has done has been 
a slow process. 

One of the most helpful contribu- 
tions to the future of health education 
can come through the increasing 
literacy of the Negro, and in this 
movement the Negro press, the radio, 
and the motion picture theater have a 
growing part. With the wider distri- 
bution of electricity, the widespread 
installation of cheap radios is possi- 
ble. The radio is intensely interesting 
to the Negro, and it will offer oppor- 
tunities for the educational institu- 
tions as well as public health officials 
to inaugurate systematic and simple 
campaigns of health education. 

A fundamental problem for the 
health of the Negro lies in the Negro 
home. In many ways, it is the most 
shocking, as well as the most difficult 
of all Negro problems. Beauty, clean- 
liness, ordinary conveniences such as 
screens, sanitary appliances, refrigera- 
tors, and furniture are a significant 
part of the improvement in our gen- 
eral health status. The risks for the 
child growing up in a modern home 
are so much less than they were, and 
the health hazards have been mark- 
edly reduced. If I could attack only 
one particular phase of the Negro 
health problem, it would be to try to 
improve the Negro home, both rural 
and urban, for the success of our civili- 
zation has come through the relation- 
ship of the home to children and 
consequently to citizenship. While 
recognizing the economic and social 
difficulties associated with the prob- 
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lem, and the probability that the im- 
provement will be somewhat slow, I 
think that there are evidences of suf- 
ficient advance in this field to warrant 
the assumption that a steady but slow 
progress will be made. 


CONCLUSION 


The problems of the Negro are not 
his alone. They belong to the whole 
population. There is no possibility of 
isolating either the Negro or his dis- 
eases. He makes just as adequate a 
human reservoir for such diseases as 
syphilis, tuberculosis, gonorrhea, ma- 
laria, typhoid, as those who have 
white skins. The disease organisms 
living in his body can perhaps more 
readily reach another Negro; but 
they soon can and do spread to all 
elements of the population. We are 
all human beings, we are all prey to 
these various enemies of mankind, we 
are susceptible from the standpoint of 
health to the results of lack of disci- 
pline and loose conduct. The use of 
alcohol facilitates greatly the spread 
of diseases and the breakdown of 
morals. Alcohol is taking an increasing 
toll out of the Negro. Its increasing 
use will effect detrimentally the infant 
mortality rate, the general mortality 
and morbidity rates, particularly in 
relation to syphilis, gonorrhea, and 
tuberculosis. We cannot separate 
what we call character from human 
relations to morbidity and mortality 
tables. Every human being makes 
decisions every day of consequence in 
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the domain of health. Negro leaders 
must stress religion, morals, sound 
human conduct as a part—and a 
large part—of the health program. 
All in all, we can see throughout the 
tables and figures and facts presented 
in this survey that the Negro is on his 
way up from the standpoint of health, 
and that his rate of progress can be 
determined to a considerable degree 
by the actual amount of expenditure 
of money and energy in the fields of 
health education and public health. 
The possibilities and some of the 
methods have been demonstrated. 
They call for inter-racial cooperation, 
tolerance of differences, and respect 
for personality and achievements. 
Recapitulating in rapid fashion, the 
major problems of health may be 
grouped as: the health hazards of 
pregnancy which are greatly increased 
by syphilis and gonorrhea; the health 
hazards of infancy and young child- 
hood in which malnutrition and com- 
municable diseases lead; the health 
hazards of adolescence and young 
adulthood where tuberculosis and the 
respiratory diseases take heavy toll; 
the health hazards of the home and 
the community typified by lack of 
facilities needed for protection; and 
the health hazards of later years in 
which the degenerative diseases are 
most prominent. In all but the last, 
the heart of the problem is the child 
and his needs, which must be the 
objective toward which we aim our 
endeavors for advancement. 
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